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ABSTRACT
The primary purpose of this study was to conduct a clinical trial to compare the provision
of psychiatric evaluation and medication interventions in a virtual out of office format (VOO)
with the provision of psychiatric evaluation and medication interventions in a virtual in-office
psychiatric encounter (VIO) among adults in Louisiana seeking psychiatric services for the
treatment of depression. This study was classified as a pretest-posttest control group noninferiority double-blind experimental design. Each patient took a self-rated instrument at baseline
and at week 8. The study tested the two interventions (VOO and VIO) by way of changes in
overall function, changes in perceptions of stigma, and changes in rates of presenteeism.
The final sample was 150 total number randomly assigned and 120 eligible participants
providing usable data with 75 participants in VIO treatment group and 45 participants in VOO
treatment group.
The Virtual-Out-of-Office (VOO) treatment level was more effective in reducing the
perceived Stigma associated with receiving psychiatric treatment than for the Virtual-in-Office
(VIO) treatment. The VOO group had a significant reduction in the overall Stigma score (pre-test
mean = 1.97, post-test mean = 1.52, t = 2.629, df = 24, p = .015) and the Stigma-Intrinsic subscale score (pre-test mean = 2.02, post-test mean = 1.46, t = 2.697, df = 24 , p = .013) in the
study. The VIO group showed no significant difference in any of the Stigma scores between pretest and post-test measurements.
The Virtual-Out-of-Office (VOO) treatment level was more efficacious in treating
Depression associated with receiving psychiatric treatment than for the Virtual-in-Office (VIO)
treatment group. The VOO group had a significant reduction in the Depression score (pre-test
mean = 3.05, post-test mean = 1.71, t = 5.406, df = 24, p = <.001) in the study. Although the VIO
vii

group showed a significant reduction in the Depression score (pre-test mean = 2.89, post-test
mean = 2.32, t = 3.265, df = 46 p = .002), the VOO group showed a substantially greater
reduction in Depression scores. Both treatment groups were effective in reducing Depression
which is consistent with literature and the practice of treating Depression.
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CHAPTER 1. INTRODUCTION
Mental illness (MI) costs United States employers 1 Trillion dollars each year in lost
productivity. The impact of mental illness in the workplace includes but is not limited to loss of
productivity, presenteeism, absenteeism, stress, burnout, attrition, and other health related
problems (Rajgopal, 2010). Forty percent of every community is impacted by MI yet 50% of
people living with MI do not seek treatment (Han, 2017). Absenteeism and presenteeism cost US
employers an average of 11 lost days and approximately 4% production capacity each year.
According to a recent report, mental health in the workplace (World Health Organization
[WHO], 2019) depression and anxiety have a significant impact on the US economy with an
estimated cost of 1 trillion dollars per year in lost productivity.
Mental illness (MI) impacts a company’s culture, production, and the overall health of its
workforce. MI in corporate settings results in employee burn-out, absenteeism, and poor
productivity. This is a global problem (Rajgopal, 2010). Absenteeism and presenteeism, coming
to work injured or sick, results in average loss of 11 days and 4 percent productivity per
employee (Fernando & Ashbury, 2017). Forty percent of absenteeism is related to MI. Common
MI issues in the workplace affecting productivity are depression, anxiety, stress, burnout,
attrition, and complications with other health conditions (Rajgopal, 2010).
According to a 2003 report, a report on the state of the Mental Health Delivery System in
Louisiana (Louisiana Department of Health and Hospitals [LADHH], 2003), it is estimated that
650,000 adults and 245,000 children in Louisiana have a diagnosable mental illness.
Most Common Workplace Mental Health Conditions
Depression and Anxiety are the most common workplace mental illnesses. According to
the American Psychiatric Association’s diagnostic and statistical manual, fifth edition (DSM-V)
1

depression is a depressed mood or loss of interest/pleasure accompanied by at least four other
symptoms that last for two weeks or more. Anxiety disorders are characterized by the emotional
response (fear) to a threat whether real or perceived.
In a study of 700 employees and the impact of presenteeism and absenteeism 62% (434)
of respondents experienced presenteeism and 38% (266) experienced absenteeism. The
company lost 4% of its employees expected production. Over 40% of respondents experienced
stress and depression (Fernando & Ashbury, 2017). What can organizations do to improve the
overall health of their employees?
Treatment Options
People living with MI have a variety of options depending on the severity of the illness.
The professionals responsible for primarily addressing MI are psychiatrist, psychologist, and
therapist. Psychiatrist are medical doctors that specialize in the brain and prescribe medication.
Psychologist are mental health professionals that hold a PhD/PsyD and have highly specialized
training in the diagnosis and psychological treatment of mental, behavioral and emotional
illnesses. Clinical social workers are Master level mental health professional with a specialty of
practice focusing on assessment, diagnosis, treatment, and prevention of mental illness,
emotional, and other behavioral disturbances (Diment, 2016).
Fifty percent of people living with MI do not seek professional treatment. This leads to
many alternative modalities of treatment that include self-medicating (which is using
unsupervised drugs and alcohol) and self-diagnosis (using mediums like WebMD) (Han, 2017).
Additionally, there are fewer doctors electing to complete psychiatry residency and of the
psychiatrist that are practicing, fewer psychiatrist are taking insurance (Parcesepe & Cabassa,
2013). There have been many advances in healthcare over the last decade. Telemedicine is one
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of the biggest changes to healthcare providing options for doctors and patients (Lacktman, 2016).
Telemedicine is the remote delivery of healthcare services, such as health assessments or
consultation, over the telecommunications structure. In essences, you are seeing your doctor
virtually. Telemedicine provides convenience, anonymity, lower costs, and access to
psychiatrists. According to PwC Health Research Institute, patients are willing to use telehealth
service for a wide range of mental health disorders form depression to suicide. Telehealth
providers are required to encrypt and transfer the signal between 22 servers to protect the
interaction (Baker & Bufka, 2011). Psychiatrist use telehealth in a variety of applications to
include office visits, hospitals, prisons, schools, workplace assessments, and in psych-deserts.
Psych deserts are rural areas that do not have mental health care providers. These areas are often
forced to use other healthcare specialist like Internal Medicine or Pediatrician doctors to provide
mental health care.
Healthcare and the Workplace
As companies expand their investments into their employees, telehealth remains a viable
option to reducing losses in productivity, empowering a healthier workforce, and giving both
employers and employees access to mental health professionals. Employers can take more
immediate proactive measures to ensure the health of their workforce. Organizations can
develop mental health “how to” guides for their employees. This approach insists on an
intentional workplace program aimed at addressing specific problems like depression and
addiction (Goetzel et al., 2018). Employers can also encourage the use and support of EAP
programs for their workforce. Spetch (2015) states literature supports a relationship between
EAP use and positive improvement to absenteeism and presenteeism.
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Technology as Social Capital
Healthcare is a very dynamic environment. The last decade has been rich with change for
healthcare providers and organizations due to the passing and subsequent implementation of the
Affordable Care Act (ACA). One key component of the ACA is to improve the communication
between healthcare providers through technology (Kocher, Emanuel, & Deparle, 2010).
Healthcare providers are increasingly using social media platforms to communicate
effectively to the needs of their patients (Househ, 2013).
Social capital refers to the relationship through which trust flourishes (Huang &
Chengalur-Smith, 2014). Social capital can be broken into two components: structural and
cognitive. Structural components relate to rules, behaviors, and institutions where cognitive
components relates to attitudes and beliefs (McKenzie, Whitel, & Weich, 2002). Organizations
can create social capital and market advantages by creating and sharing information (Nahapiet &
Ghoshal, 2011). “Organizations that sponsor social media sites can help bond existing customers
(whether patient, plan enrollee, or caregiver), bolster trust with the organization and ultimately
drive health products and/or services that benefit both the patient and the company (Jane
Sarasohn-Kahn, Barrette, & Barsky, 2008).
Doctors use social media platforms to initiate and create the proper dialog around health
topics. Generating relevant helpful non-biased information establishes trust and social capital
with their audiences. Social determinants like employment, family structure, socioeconomic
status and the environment have a major impact on one’s healthcare. Social determinants are
fundamental to increased benefits in delivering healthcare such as better use of health services,
involvement in medical decisions, and education about health choices (Rifkin, 1990). Healthcare
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organizations can improve their interactions with patients and increase their service offerings
through virtual means (Huang & Chengalur-Smith, 2014).
Healthcare organizations and systems can take advantage of the aid and assistance virtual
platforms offer such as anonymity and freedom from stigma. These technological tools can lead
to better and increased trust between the organization and the patient (Huang & ChengalurSmith, 2014).
Technology increases access to mental healthcare and healthcare compliance (Doarn et
al., 2012). Doctors have historically made healthcare decisions based largely upon the
interaction with the patient. With electronic healthcare technology, doctors can now make
intelligent, real time decisions with inputs from both the patient and other members of the
patients treatment team (Petrakaki, Klecun, & Cornford, 2014).
In the last decade, online healthcare social networking sites have become very popular.
The internet allows information sharing and healthcare organizations use the internet to build
trust and relationship with their patients. “ A survey of US citizens conducted in December 2008
by Pew Internet Project (www.pewinternet.org) found that 61 percent of respondents to a survey
searched online for health information” (Tang & Yang, 2012). “Social media such as blogs,
tweets, wikis, and other social networks evolve the practice of medicine from one-to-one to
many-to-many” (Hawn, 2009). Social media technology provides opportunities for virtual
communities of social support for patients with mental illness (Kempf, Huang, Savage, & Safren,
2015).
Social Capital Theory and Healthcare
Healthcare organizations can improve their interactions with patients and increase their
service offerings through virtual means. Social support is defined as “aid and assistance
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exchanged through social relationships and interpersonal transactions” (Huang & ChengalurSmith, 2014). More people sought the healthcare information from the internet in lieu of
interactions with medical professionals (Jane Sarasohn-Kahn et al., 2008). Healthcare
organizations and systems can take advantage of the aid and assistance virtual platforms offer
such as anonymity and freedom from stigma. These technological tools can lead to better and
increased trust between the organization and the patient (Huang & Chengalur-Smith, 2014).
Social determinants have a major impact on people’s healthcare and has been identified
as fundamental to increased benefits in delivering healthcare such as better use of health
services, involvement in medical decisions, and education about health choices (Rifkin, 1990).
The new model of successful healthcare deliver includes the provider organizations and patients
and beneficiaries (Rifkin, 1996). Collaboration between healthcare organizations and patients is
key to social capital (Uphoff, 2000; Uquillas & Van Nieuwkoop, 2003; Wallerstein, 1992).
Healthcare organizations that share knowledge and other assets increase social capital in
healthcare when they improve quality of life within a community (Aizenberg, 2014).
Associating one’s value through the relationships with others is a major component of
mental health treatment. Social capital in healthcare is gaining relevance (Looman & Lindeke,
2005; Read, 2014). According to leading authors Pierre Bordieu (1986) and Robert Putnam
(2000) trust and obligation are key components of social capital. Social capital demands social
interaction (Winter, 2000). White (2002) states social capital involves connections with others
and the participants all gain from the relationship. “Social capital originates in mutual,
reciprocal relationships (Schneider, 2009).” Social capital and social networks take on many
forms with some relationships being competitive, adversarial, or supportive and protective
(Abbott, 2009). Social capital theory can assist healthcare organizations improve relationship
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Technology has enabled more efficient means by which providers can deliver better
outcomes and build trust with their patients. The internet plays a central role in providing
information to patients. “It is also becoming a platform for convening social networks and
creating health information” (Jane Sarasohn-Kahn et al., 2008).
As consumers come to demand more control in their healthcare decisions, virtual
healthcare will be one of many platforms that will support sound medical and consumer decision
making (Jane Sarasohn-Kahn et al., 2008). It is imperative that organizations rise to meet the
ever-changing healthcare environment.
Problem Statement and Research purpose
The primary purpose of this study was to conduct a clinical trial to compare the provision
of psychiatric evaluation and medication interventions in a virtual out of office format (VOO)
with the provision of psychiatric evaluation and medication interventions in a virtual in-office
psychiatric encounter (VIO) among adults in Louisiana seeking psychiatric services for the
treatment of depression.
Objectives of the Study
In order to accomplish this purpose, the following objectives were established:
Objective 1: Describe adults in Louisiana seeking psychiatric services for the treatment of
depression on the following demographic characteristics: age, race, gender, employment status,
and educational level.
Objective 2: Describe adults in Louisiana seeking psychiatric services for the treatment of
depression on their compliance (frequency of attendance) at scheduled appointments in the
treatment groups of Virtual Out-of-Office (VOO) and Virtual In-Office (VIO).
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Objective 3: Describe and compare adults in Louisiana seeking psychiatric services for the
treatment of depression in the treatment groups of VOO and VIO on the following selected
demographic characteristics: employment status, gender, race, and educational level.
Objective 4: Describe adults in Louisiana seeking psychiatric services for the treatment of
depression prior to receiving treatment and after the completion of treatment on the following
psychiatric characteristics: Stigma, Depression and Presenteeism.
Objective 5: Determine if relationships exist between the psychiatric characteristics of Stigma,
Depression, and Presenteeism and the following selected demographic characteristics: race, age,
gender, and employment status among adults in Louisiana seeking psychiatric services for the
treatment of depression.
Objective 6: Compare adults in Louisiana seeking psychiatric services for the treatment of
depression who receive a Virtual Out-of-Office (VOO) treatment vehicle with those who receive
a Virtual In-Office Treatment (VIO) vehicle on the following psychiatric characteristics:
Presenteeism, Stigma, and Depression.
Objective 7: Compare adults in Louisiana seeking psychiatric services for the treatment of
depression on their pre and post-test measurements on the following psychiatric characteristics:
Presenteeism, Stigma, and Depression in each of the treatment vehicle groups (VOO and VIO) in
the study.
Objective 8: Compare adults in Louisiana seeking psychiatric services for the treatment of
depression on the frequency of attendance at scheduled appointments by treatment vehicle group
(VOO and VIO).
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CHAPTER 2. LITERATURE REVIEW
Introduction
This chapter is a review of research related to the variables of interest in this study,
including barriers to mental healthcare and the mental health impacts on the United States
economy. A discussion of the following is provided: mental health overview, current trends,
access to mental health providers, stigma, presenteeism, and new technologies.
What is Mental Illness?
Mental illness (MI) is, as defined by the National Institute of Mental Health, a mental,
behavioral, or emotional disorder diagnosed currently or within the past twelve months. The
CDC (2011b) defines diagnosable mental illness as “sustained abnormal alterations in thinking,
mood, or behavior associated with distress and impaired functioning. The effects of mental
illness include disruptions of daily function; incapacitating personal, social, and occupational
impairment; and premature death. (para. 3). According to NAMI (2012), “Serious mental illness
include major depression, schizophrenia, bipolar disorder, obsessive compulsive disorder (OCD),
panic disorder, post-traumatic stress disorder (PTSD) and borderline personality disorder” (para.
2). Sanderson & Andrews, (2006) indicate the most common mental disorders, are anxiety and
depression. In 2015, approximately 18% of all United States adults were diagnosed with Any
Mental Illness (AMI). Children from ages eight to fifteen in the same time had a prevalence of
13.1% (Sort, 2017). Forty percent of every community is impacted by MI yet 50% of people
living with MI do not seek treatment (Han, 2017).
Depression and Anxiety
What is depression and anxiety? According to the American Psychiatric Association’s
diagnostic and statistical manual, fifth edition (DSM-V) depression is a depressed mood or loss
9

of interest/pleasure accompanied by at least four other symptoms that last for two weeks or more.
Depression is a leading cause of disability worldwide. Depression is the greatest contributor to
losses in productivity and economic impact in Western countries (Lacko & Knapp, 2016).
Anxiety disorders are characterized by the emotional response (fear) to a threat whether real or
perceived (DSM-V, 2013).
Treatment Options
People living with MI have a variety of options depending on the severity of the illness.
The professionals responsible for primarily addressing MI are psychiatrist, psychologist, and
therapist. Psychiatrist are medical doctors that specialize in the brain and prescribe medication.
Psychologist are mental health professionals that hold a PhD/PsyD and have highly specialized
training in the diagnosis and psychological treatment of mental, behavioral and emotional
illnesses. Clinical social workers are Master level mental health professional with a specialty of
practice focusing on assessment, diagnosis, treatment, and prevention of mental illness,
emotional, and other behavioral disturbances (Diment, 2016). Fifty percent of people living with
MI do not seek professional treatment. This may lead to many alternative modalities of
treatment that include self-medicating (which is using unsupervised drugs and alcohol) and selfdiagnosis (using mediums like WebMD) (Han, 2017).
Additionally, there are fewer doctors electing to complete psychiatry residency and of the
psychiatrist that are practicing, fewer psychiatrist are taking insurance (Parcesepe & Cabassa,
2013). There have been many advances in healthcare over the last decade. Telemedicine is one
of the biggest changes to healthcare providing options for doctors and patients (Lacktman, 2016).
Telemedicine is the remote delivery of healthcare services, such as health assessments or
consultation, over the telecommunications structure. In essences, you’re your doctor virtually.
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Telemedicine provides convenience, anonymity, lower costs, and access to psychiatrists.
According to PwC Health Research Institute, patients are willing to use telehealth service for a
wide range of mental health disorders form depression to suicide. Telehealth providers are
required to encrypt and transfer the signal between 22 servers to protect the interaction (Baker &
Bufka, 2011). Psychiatrist use telehealth in a variety of applications to include office visits,
hospitals, prisons, schools, workplace assessments, and in psych-deserts. Psych deserts are rural
areas that do not have mental health care providers. These areas are often forced to use other
healthcare specialist like Internal Medicine or Pediatrician doctors to provide mental health care.
History of Treating Mental Illness in the United States
Mental illness has impacted the United States since colonial days. There was mixed
regard for how to appropriately handle and subsequently treat the mentally ill. Early in the 19th
century, colonists dealt with mental illness in the family unit. As colonists entered the workforce
and congregated outside of the farm the social norm for addressing mental illness was separation
and medication. This approach gave birth to the asylum. The state government assumed the
financial responsibility of handling the mentally ill. The asylums were managed by doctors who
took the approach to “cure” mental illness. The living conditions were horrible whereas many
asylums were the catch all for other undesirable diseases such as syphilis. In many ways the
only way patients left the asylum were in coffins (Grob, 1994).
The asylum in many ways gave birth to the psychotropic medications still used today
(Shen, 1999). Asylums were highly unpopular, and a post-WWII United States sought more
humane ways to address mental illness (Grob, 1994). Lithium was introduced in 1949 and was
the corner stone of the psychopharmacology in treating mental illness. Several drugs in such as
Thorazine, Prozac, and Valium were introduced to successfully contribute to mental illness
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(Porter, 2002). Currently, doctors are still treating mental illness with pharmacological agents
only because their patients intend to hide their illness from professional and personal
relationships (Blue, 1993).
People with serious mental illnesses die an average of 25 years earlier than people in
society. Approximately 60% of this mortality rate is attributed to obesity-related diseases such
as diabetes, heart disease and stroke (Tse et al., 2011).
Nearly two thirds of people diagnosed with mental illness do not seek treatment (Han,
2017). The internet provides opportunities for healthcare providers to reach patients they would
not otherwise be able to reach. This decade has afforded mental health providers the opportunity
to deliver low cost healthcare to patients in a virtual face to face environment. This virtual face
to face environment is telehealth (Barak & Grohol, 2011). Telehealth is a cost-effective
investment that aids in the delivery of mental health services (Forster, 2014). Psychiatrists and
other mental health providers have begun to adopt the technology and deliver personalized
online therapy, medication management, and psychiatric evaluations (Barak & Grohol, 2011).
Psychiatrists of the 21st century have other treatment modalities to compliment
pharmacological agents. There has been a shift from curing mental illness to an awareness that
mental illness can be at best treated through symptom management. As technology continues to
improve, mental health providers have the tools needed to not only treat and manage psychiatric
diseases but develop a cure (Insel & Scholnick, 2006).
Current Trends in Mental Health
Access to Psychiatrist
Mental illness has an impact on every aspect of society which burdens relationships,
organizations, and governmental entities. Treating mental illness is an investment in the future.
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While this may be noble, there are barriers to getting the appropriate level of mental health care
in the United States (Razzouk, 2017). The first barrier to patients getting appropriate psychiatric
care centers around the national trend of psychiatrist refusing to accept insurance. Psychiatrist
accept insurance at a lower rate that physicians in other specialties. The percentage of
psychiatrist taking insurance declined by approximately 20% from 2005 to 2010. The declines
in insurance acceptance rates with psychiatrist negatively impact the number of psychiatrist
available to patients seeking affordable care. Psychiatrist refuse to accept insurance with cited
poor reimbursement rates (Bishop et al., 2013).
The supply of psychiatrist available to practice is on the decline. Between 1995 and 2010
there was a declining interest in psychiatry among medical students (Olfson, Kronenke, Wang, &
Blanco, 2014). Loan forgiveness programs and other incentive programs have not enticed
physicians to enter psychiatry programs (Bishop et al., 2013). Faulkner, et al. (2011) cites a 14%
decline in doctors graduating from psychiatry training programs between 2000 and 2008.
According to a 2011 report, where are we going? (National Institute of Health [NIH], 2011) 55%
of psychiatrist in the United States are over the age of 55. These trends create more demand for
psychiatric services than there are psychiatrists available to deliver. Consequently, private
practice psychiatrists are not incentivized to hire staff and develop systems to interact with
insurance companies. (Bishop, et al., 2013).
Economic Trends
There are economic indicators that may contribute to the poor availability of psychiatrist
in the United States. Psychiatrist, by the nature of their job, spend more time with their patients
than other specialties. Psychiatrist spend on average, 30 minutes to an hour with their patients
which means they can see one to two patients per hour whereas internist may see up to seven
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patients per hour (Robinowitz, 1983). Patients with comorbid conditions require more time from
psychiatrist. Psychiatrist must consider treating the entire patient instead of “from the neck up”
symptoms which further reduces the number of patients they treat in a day (Tse et al., 2011).
Many rural communities do not have psychiatrist and people with mental illness in rural
communities are more likely to be hospitalized because they do not seek treatment due to stigma
and the proximity to mental health professionals (Stewart, Jameson, & Curtin, 2015). Patients are
more conscious of the need for mental health services and in the past decade there are more
intentional collaboration between psychiatrist and internist to combat the overwhelming demand
for psychiatric services. In many instances the internist must provide psychiatric services,
however limited, to address the mental illness in the patients seen for internal medicine needs
(Olfson, Kronenke, Wang, & Blanco, 2014). Olfson, Kroneke, Wang, & Blanco (2014) note that
although there are efforts to treat mental illness in primary care settings, managed care
organizations (MCOs) disincentivize primary care physicians to treat mental illness with
challenging treatment policies that deny payment to physicians for both physical and mental
health services on the same day.
Stigma
Stigma is a perceived negative attitude towards people that live with mental illness. This
social norm combined with stressful work environments exacerbates mental health symptoms.
Stigma can also be self-generated and focuses on the negative perceptions the public has to
people living with mental illness (Britt et al., 2008). The three stigmas categories surrounding
mental illness are public, personal, and self-stigma. Public stigma consists of attitudes toward a
stigmatized group that are perceived to be shared by the community (Clement et al., 2015). Link
and Phelan (2001) state that personal stigmas are one’s own attitude and belief about a
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stigmatized group. Both public and personal stigmas evolve into an “us vs. them” mentality
which lead to people and groups of people getting labeled. Curcio and Corboy (2019) state that a
main stigma toward people with mental illness is that the person is “weak-not-sick” and that
there is a notion the individual can just “snap out of it.”
Someone’s willingness to interact with someone with mental illness is referred to as
social distance. Social distance stems from attitudes of public and personal stigmas. Self-stigma
differs from public and personal stigmas because it involves labeling oneself (Curcio and
Corboy, 2019). Self-stigmas accept and internalize attitudes and stereotypes that exist in the
general public (Corrigan and Shapiro, 2010). Individuals that have internalized an attitude that
mental illness is weakness and not an illness may develop negative behaviors (Osciskova,
Prasko, Kamaradova, Grambal & Sigmundova, 2015). An emergent stigma category is the
stigma against people seeking mental health treatment (Schnyder, Panczak, Groth, & SchultzeLutter, 2017). The influence of mental-health related stigma on help-seeking has had a negative
impact on help-seeking (Clements et al., 2017). The only remedy for the stigma associated with
help-seeking is in fact, seeking help (Schnyder, Panczak, Groth, & Schultze-Lutter, 2017).
Organizations that develop training programs aimed at better for mental health
environments can capitalize off its members willingness to reduce mental health stigmas
(Walsdorf, 2013). A 2012 meta-analysis of 72 articles on stigma which comprised of 38,364
research participants in 14 countries concludes that education and contact have positive effects
on reducing stigma for people living with mental illness. Contact is better than education in
reducing stigma. There are three approaches to changing public stigma: education, contact, and
social activism. Educational approaches challenge stereotypes and replaces them with
information. Interpersonal contact with people living with mental illness based on similar
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interests fosters friendships and deeper understanding. Social activism highlights the improper
standards and treatment and expose offenders for discrimination. Social activism is the least
effective of the three methods with participants experiencing a worsened discrimination
(Corrigan, Morris, Michaels, Rafacz, & Rusch, 2012).
In a 2016 meta-analysis of forty-eight journal articles and dissertations on stigma, Three
factors had affect the impact of stigma on people with mental illness that had significant effect:
stigma resistance, race, and education. Race significantly moderated the impact of stigma with
white participants having a stronger more positive relationship with symptoms (Firmin, Luther,
Lysaker, Minor, & Salyers, 2016).
People with high degrees of self-stigma have a tendency to seek help over people with
the public and personal stigmas (Stewart, Jameson, & Curtin 2015).
Presenteeism
The term presenteeism has been used, in a varied capacity, in literature over time. More
recently, the definition of presenteeism has settled into two definitions. Aronsson, Gustafsson, &
Dallner (2000) define presenteeism as simply coming to work while ill. The second definition is
a loss of productivity that originates in working while ill (Turpin et al., 2004). Working while
sick accounts for more productivity losses to organizations that would absenteeism (Collins et
al., 2005). Absenteeism is an employee’s habitual absence from work (Johns, 2008). There are
several factors that contribute to presenteeism which include health issues, personal
characteristics, work environments. These factors have varying effects on the impact of
presenteeism (McGregor, Sharma, Magee, Caputi, & Iverson, 2017).
People that come to work ill or not at their best vary in productivity because of their
inability to be fully engaged at their respective tasks (Miraglia and Johns, 2015). Lacko &
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Knapp (2016) state employees with depression come to work despite them not being at their best
(presenteeism) for fear of losing their job. Working while ill or not at one’s best compounds the
harmful impact on both mental and physical health which can result in negative attitudes about
the job (Lu, Lin, & Cooper, 2013). Shavitt et al. (2016) states long term exposure to stress leads
to the development of other diseases and mental health problems such as depression and posttraumatic stress disorders.
There are some benefits to presenteeism. Working while not at your best can be
perceived as a team player and may display some level of commitment to the organization.
Some illnesses warrant absences from work while others like depression and anxiety are not seen
as viable options because of the stigmas associated with mental illness. Employees avoid missing
work because of mental health issues and consequently mental illnesses are heavily associated
with presenteeism (Miraglia and Johns, 2015). Job demands, heavy workloads, understaffing
cause stress and burnout. Employees are often asked or required to work while sick to
compensate with losses in productivity (Demerouti, E., Le Blanc, P.M., Bakker, A. B., Schaufeli,
W.B., & Hox, J., 2009).
Racial Impact
Stress, mental illness, and physical ailments have a varied impact on different cultures.
One contributing factor to the varied impact may be because of the different ways that cultures
perceive stress. In a 2016 study of 603 adults comprising equally of whites, Mexican Americans,
Korean Americans, and African Americans exploring the impact of stress on different cultures
found that there are, in fact, differences in perceived stress and social support with mental illness
One key finding in the study suggest that social support in mental illness varied by culture and
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only in the Mexican American culture did study participants had social support resulted in less
depression (Shavitt et al., 2016).
Economic Impact
Much of the economic burden of mental illness in the United States impacts the
workplace (Dewa, McDaid, & Ettner, 2007). Dewa et al. (2007) stated, “There is growing
awareness that mental and emotional health problems are associated with staggering social and
economic costs that place a heavy burden on the workplace” (p. 347). People with untreated
mental illness remaining in the workplace represent a negative economic impact caused by
mental illness (Sanderson and Andrews, 2006).
According to a recent report, mental health in the workplace (World Health Organization
[WHO], 2019) depression and anxiety have a significant impact on the US economy with an
estimated cost of 1 trillion dollars per year in lost productivity. Mental illness (MI) impacts a
company’s culture, production, and the overall health of its workforce. MI in corporate settings
results in employee burn-out, absenteeism, and poor productivity. This is a global problem
(Rajgopal 2010). Murray et al. (2010) ranks depression as the leading cause of disability
worldwide. Depression impacts approximately 350 million people worldwide (Lacko & Knapp,
2016). Depression is the leading cause of absenteeism and presenteeism with presenteeism
contributing to the majority of the losses in economic losses in the United States (Collins et al.,
2005). Mood disorders including major depressive disorders are associated with high
performance deficits, productivity losses, attrition, unemployment (Despiegel, Danchenko,
Francois, Lensberg, & Drummond, 2012).
Absenteeism and presenteeism, coming to work injured or sick, results in average loss of
11 days and 4 percent productivity per employee (Fernando & Ashbury 2017). Forty percent of
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absenteeism is related to MI. Common MI issues in the workplace affecting productivity are
depression, anxiety, stress, burnout, attrition, and complications with other health conditions
(Rajgopal 2010).
Mental illness costs the US economy approximately 1 trillion dollars each year in lost
productivity. The impact of mental illness in the workplace includes but is not limited to loss of
productivity, presenteeism, absenteeism, stress and burnout, attrition, and other health related
problems (Rajpopal, 2010). This loss in productivity is preceded by workforce inefficiencies
that result in poor work cultures and ultimately lead to attrition. Organizational leaders aim to
provide professional developmental processes and systems to combat the impact of mental health
on the organization (Davis & Davis, 1998). Swanson & Holton (2001) suggest that
organizations that invest in their employees improves the financial performance due to increases
in overall productivity. Britt (2008) states that stressed employees that start to experience
psychological difficulties may be adversely affected by the perceived stigma associated with
seeking help for their conditions. They avoid professional help to avoid negative punitive
professional consequences. Employer influence is a main contributor factor determining
employee attendance rates irrespective of their ability to come to work and be productive
(Wheeler, 2013). The organizational cultural influences that promote employees coming to work
sick has a much more intense consequence. When employees come to work sick, injured, or
hurt, they place demands on the capacity of the healthy employees. Sick employees can infect
healthy employees and create more work for the healthy employees (Poms, 2012).
Absenteeism and presenteeism cost US employers an average of 11 lost days and
approximately 4% production capacity each year. In a study of 700 employees and the impact of
presenteeism and absenteeism 62% (434) of respondents experienced presenteeism and 38%
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(266) experienced absenteeism. The company lost 4% of its employees expected production.
Over 40% of respondents experienced stress and depression (Fernando & Ashbury, 2017).
Presenteeism often precedes and is the key risk factor for high absenteeism rates in organizations
(Poms, 2012). As companies expand their investments into their employees, telehealth remains
a viable option to reducing losses in productivity, empowering a healthier workforce, and giving
both employers and employees access to mental health professionals.
Employee Assistance Program
Employers can take more immediate proactive measures to ensure the health of their
workforce. Dewa et al. (2011) stated, “one of the ways that employers have helped to decrease
the impact of mental disorders is by providing employees access to health care services through
health care benefits and services, such as employee assistance programs (EAPs)” (p. 744). An
EAP is defined as a work-site based program designed to assist in the identification and
resolution of productivity problems associated with employees impaired by health, marital
family, financial, alcohol, drug, legal, emotional, stress, or other personal concerns which may
adversely affect employee job performance (Haaz et al, 2003).
Organizations can develop mental health “how to” guides for their employees. This
approach insists on an intentional workplace program aimed at addressing specific problems like
depression and addiction (Goetzel et. al., 2018). Employers can also encourage the use and
support of EAP programs for their workforce. Spetch (2015) states literature supports a
relationship between EAP use and positive improvement to absenteeism and presenteeism.
Employability
Employees that have mental health issues are less employable (Vinokur & Schul, 2002).
Thijssen, Van der Heijden, & Rocco (2008) define employability as an employee’s ability to
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obtain and keep a meaningful job. Mental health disorders in recently displaced employees are
associated with higher employability issues to include poor perceived personal employability,
reduced social capital, and career adaptability (Battisti, Gilardi, Siletti, & Solari, 2013). Patients
that seek mental health care from psychiatrist decreases the time in employees returning to work
(Kawada, 2016).
Technology in Healthcare
Technology increases access to mental healthcare and healthcare compliance (Doarn et
al., 2012). Doctors have historically made healthcare decisions based largely upon the
interaction with the patient. With electronic medical record technology, doctors can now make
intelligent, real time decisions with inputs from both the patient and other members of the
patients treatment team (Petrakaki, Klecun, & Cornford, 2014). The internet provides
opportunities for healthcare providers to reach patients they would not otherwise be able to
reach. This decade has afforded mental health providers the opportunity to deliver low cost
healthcare to patients in a virtual face to face environment. This virtual face to face environment
is telehealth (Barak & Grohol, 2011). Telehealth is a cost-effective investment that aids in the
delivery of mental health services (Forster, 2014). Psychiatrists and other mental health providers
have begun to adopt the technology and deliver personalized online therapy, medication
management, and psychiatric evaluations (Barak & Grohol, 2011).
Psychiatrists of the 21st century have other treatment modalities to compliment
pharmacological agents. There has been a shift from curing mental illness to an awareness that
mental illness can be at best treated through symptom management. As technology continues to
improve, mental health providers have the tools needed to not only treat and manage psychiatric
diseases but develop a cure (Insel & Scholnick, 2006).
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Technology has enabled more efficient means by which providers can deliver better
outcomes and build trust with their patients. The internet plays a central role in providing
information to patients. “It is also becoming a platform for convening social networks and
creating health information” (Jane Sarasohn-Kahn et al., 2008).
Telepsychiatry
The concern of a shortage of psychiatrist in the United States has been noted in literature
since the early 2000’s. A 2003 Canadian survey of psychiatric trends indicated that by 2018
there would be a shortage of psychiatrist (Lin, Woodside, & Rhodes, 2003). The need to provide
access to psychiatrist, particularly in underserved areas has been an emergent concern.
Telemedicine, synonymous with telehealth, and telepsychiatry are tools that can help increase
access to psychiatric services to include psychiatric education (Hilty, Luo, Morache, Marcelo, &
Nesbitt, 2002). Telepsychiatry uses electronic communication to provide psychiatric care at a
distance and includes telephone, facsimile, electronic mail, the Internet, and live imaging in a
two-way audio-video format (Hilty, Luo, Morache, Marcelo, & Nesbitt, 2002). Perednia &
Allen (1995) define telemedicine as “the use of telecommunication technologies to provide
medical information and services.” Telepsychiatry has the capacity and potential to deliver
mental healthcare to settings that otherwise would not receive the care due to limited access or
self-limiting factors such as stigma (Luxton et al., 2014).
History of Telepsychiatry
Telepsychiatry has its origins with telegraphy in the 1910’s. The medical community
used telegraphy to send medical orders and requests for supplies. Telepsychiatry in a more
modern application was first used in 1964 as a result of a closed-circuit television system in
Nebraska Psychiatric Institute in conjunction with Norfolk State Hospital. The technology
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allowed physicians to consult with one another on psychiatric cases (Norris et al., 2002). Zaylor,
(1999) states that the interest in virtual psychiatric care increased in the 1990’s. Telepsychiatry
uses in the 21st Century are varied in application from educational settings like psychiatric
residences, prisons and outpatient clinical settings. Telepsychiatry is a reliable means of
gathering clinical interview data (Monnier, Knapp, & Frueh, 2003). Many psychiatrists are not
comfortable with the technology despite numerous studies that the technology is as efficacious as
a traditional face to face visit. Residents trained in telepsychiatry are well versed to address the
mental health challenges impacting communities in the United States (Saeed, Johnson, Bagga, &
Glass 2017).
Telepsychiatry is used in over 40 states (Perednia & Allen, 1995). The rapid growth and
use of smartphone technology have emerged as a new frontier for telepsychiatry. Behavioral
healthcare services are delivered via apps and internet through smartphones. Smartphone
applications can collect pertinent and real time data for clinical use. As smartphones develop
and improve camera functionality, smartphones enable psychiatrist the ability to see their
patients in real time (Luxton, McCann, Bush, Mishkind, Reger, 2011).
Patient Satisfaction
Telepsychiatry is well received by patients. In a randomized trial of 140 patients over 24
weeks, telepsychiatry was as efficacious as face to face interactions with psychiatrist in a rural
outpatient setting (Cuevas, Arredondo, Vabrera, Sulzenbacher, & Meise, 2006). Brodey,
Claypoole, Motto, Arias, Goss (2000) , a study comparing 20 patients seen via telepsychiatry to
23 patients seen in a traditional face to face setting, determined that patients that were seen via
telepsychiatry were as satisfied as were the patients that were seen face to face. Although the
efficacy data is scare on telepsychiatry in various settings, it is generally well received from both
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patients and doctors (Antonacci, Block, Saeed, 2008). Of doctors surveyed in a 2015
comparative study between telepsychiatry and face to face visits, psychiatrists were well satisfied
with treating their patients via telepsychiary platforms. Of the psychiatrists surveyed, 62%
preferred face to face encounters (Becevic, Boren, Mutrux, Shah, & Banerjee, 2015).
Limitations
One limitation to smartphone technology is the limited guidance centered around the
technology. The state and federal laws governing telepsychiatry have been outpaced by the
utility of the technology within the mental health industry. Reimbursement challenges are also
present within the industry and while providers can deliver immediate services via telepsychiatry
platforms, their consequential reimbursement lags significantly (Baker & Bufka, 2011; Kempf,
Huang, Savage & Safren 2015).
Other limitations to the technology involve the psychiatrists’ hesitation to use the
telepsychiatry. They are concerned, skeptical even, about the effectiveness of the technology
(Brooks, Turvey, Augusterfer, 2013). Early on, the equipment/technology was extremely
expensive (Brooks, Turvey, & Augusterfer, 2008). The direct cost of equipment pale in
comparison to the economic and healthcare savings the technology provides (Hilty, Luo,
Morache, Marcelo, & Nesbitt, 2002). The technology’s usefulness is well documented, but the
limited mainstream use by psychiatrist, poor reimbursement issues with managed care
organizations, and weak state and federal guidelines limit the ultimate usefulness of the
technology (Hailey, Ohinmaa, Roine, 2009).
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Conclusion
Telepsychiatry is a viable and effective tool for psychiatric diagnosis and treatment
across a wide variety of populations to include race, gender, age, and clinical diagnosis. It
increases access to care in a cost-effective manner (Hilty et al., 2013). Early skepticism should
wane as more psychiatrist gain exposure to the technology. For nearly two decades patients have
indicated that they are comfortable with the technology that has shown to be as efficacious as a
face to face psychiatric encounters. Future studies should compare the effectiveness of
telepsychiatry and face to face encounters with stigma, presenteeism, and employability.
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CHAPTER 3. METHODOLOGY
Introduction
The primary purpose of this study is to compare the provision of psychiatric evaluation
and medication interventions in a virtual out of office format (VOO) with the provision of
psychiatric evaluation and medication interventions in a virtual in-office (VIO) psychiatric
encounter among adults in Louisiana seeking psychiatric services for the treatment of depression.
Objectives of the Study
In order to accomplish this purpose, the following objectives were established:
Objective 1: Describe adults in Louisiana seeking psychiatric services for the treatment of
depression on the following demographic characteristics: age, race, gender, employment status,
and educational level.
Objective 2: Describe adults in Louisiana seeking psychiatric services for the treatment of
depression on their compliance (frequency of attendance) at scheduled appointments in the
treatment groups of Virtual Out-of-Office (VOO) and Virtual In-Office (VIO).
Objective 3: Describe and compare adults in Louisiana seeking psychiatric services for the
treatment of depression in the treatment groups of VOO and VIO on the following selected
demographic characteristics: employment status, gender, race, and educational level.
Objective 4: Describe adults in Louisiana seeking psychiatric services for the treatment of
depression prior to receiving treatment and after the completion of treatment on the following
psychiatric characteristics: Stigma, Depression and Presenteeism.
Objective 5: Determine if relationships exist between the psychiatric characteristics of Stigma,
Depression, and Presenteeism and the following selected demographic characteristics: race, age,
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gender, and employment status among adults in Louisiana seeking psychiatric services for the
treatment of depression.
Objective 6: Compare adults in Louisiana seeking psychiatric services for the treatment of
depression who receive a Virtual Out-of-Office (VOO) treatment vehicle with those who receive
a Virtual In-Office Treatment (VIO) vehicle on the following psychiatric characteristics:
Presenteeism, Stigma, and Depression.
Objective 7: Compare adults in Louisiana seeking psychiatric services for the treatment of
depression on their pre and post-test measurements on the following psychiatric characteristics:
Presenteeism, Stigma, and Depression in each of the treatment vehicle groups (VOO and VIO) in
the study.
Objective 8: Compare adults in Louisiana seeking psychiatric services for the treatment of
depression on the frequency of attendance at scheduled appointments by treatment vehicle group
(VOO and VIO).
Clinical Trial
A clinical trial is a methodical way to answer questions about ways to improve health
conditions and/or determine the significance of an intervention. Clinical trials can also determine
better ways to treat or prevent a disease state. Each study has inclusion criteria which guide the
selection of participants that best answer the intended question. For the purpose of this study in
consideration of the research question(s) we used full power of random assignment.
Randomization was first introduced formally into experimental design by Ronald Fisher,
author of The Design of Experiments (Fisher, 1947). The person most responsible for
introducing randomization into the medical community was epidemiologist, Sir Austin Bradford
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Hill. He felt there could be a predictable way of estimating treatment effects in clinical trials that
eliminated the bias associated in clinical trials (Wilkinson, 1997).
Study Design
This study was most appropriately classified as a pretest-posttest control group noninferiority double-blind experimental design diagrammed using configurations from Campbell
and Stanley (1963) as follows:
R O1 XE O2
R O3 XC O4
Eligible patients have an equal opportunity to be selected into either arm. Each physician
rater maintains the right to alter the randomized treatment based on the patient’s clinical
presentation and needs. Each patient took a self-rated instrument at baseline and at week 8. The
study tested the two interventions (VOO and VIO) by way of changes in overall function,
changes in perceptions of stigma, changes in perceived accessibility, and changes in rates of
presenteeism.
Randomized controlled trials (RCT) are the gold standard of experimental clinical
designs and are a way of testing new treatments without bias. Most RCTs implement parallel or
crossover designs. RCTs help researchers determine cause and effect of treatment(s) within a
target patient population in both observational and experimental research (Spieth, Kubasch,
Penzlin, Illigens, & Barlinn, 2016). Study participants were randomly assigned to either VOO or
VIO groups. Upon random assignment of the study participants, one group gets the new
treatment (VOO) and the other receives the current treatment (VIO). To ensure there was no
bias the groups need to be as similar as possible. Too many variables with the similarity of the
groups would skew the results of the trial (Spieth et al., 2016). While RCT is the gold standard it
is not without limitations. Limitations of RCT can include the sample size, cost, and other
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external factors impacting the methodology and study participants. Random assignment
balances out the known and latent variables (Campbell and Stanley 1963).
Internal Validity
Internal validity tests the degree to which the observed results are attributable to the
intervention. Bias and random error are the largest threat to internal validity (Akobeng 2008).
Bias involves study design, the way the study was conducted and/or reported, which can impact
the results. Selection bias, performance bias, detection bias, and attrition bias are the four
sources of bias in clinical trials.
Selection bias is minimized by random assignment which ensures each participant has an
equal and independent chance of being assigned to either group. Performance bias occurs when
there are systematic differences in the assessment of the test and control groups, which can
impact the outcome data. Attrition bias occurs when there are systematic differences in the
mortality rates between study groups in the clinical trial (Akobeng 2008). Study mortality is
inevitable, particularly in time series study designs, however random assignment in the study
design controls for this potential disparity in groups over time (Hausman & Wise, 1979).
The largest threats to the internal validity of the present study are selection, instrumentation, and
mortality. Random assignment controls for these internal threats to validity, however, random
assignment does not prevent mortality.
All new patients seeking mental health services at the study location that have depression
were randomly assigned to either VOO or VIO. Randomly assigning the study participants
mitigated the differences between groups due to selection and mortality whereas there is an equal
opportunity for mortality each treatment group. Each patient was given the same instrument
which consists of self-rating depression scales, stigma scales, and presenteeism scales.
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Threats to Internal Validity
The major threat to internal validity with this design approach include the following:
Testing- Testing was a possible threat to internal validity because the same test was used
at pre and post-trial measurement times. It was possible that latent phenomena and variables
impacted the results of this study, but it was controlled by random assignment.
History- History was a possible threat to internal validity because there may have been
events that influenced all members of the experimental groups. For example, the gubernatorial
election in 2019 and the potential dismembering of Medicaid expansion. The use of random
assignment in this study controls the history threat to validity.
Instrumentation- Instrumentation was a possible threat to internal validity because the
pre/post-test assessments may produce changes in the scores over time that are mistaken as
treatment effects. Since the same instruments are used at pre and post-test intervals, this threat
should be controlled.
Selection- Selection was a possible threat to internal validity because of the differential
selection of respondents for each level of the independent variable but was controlled by random
assignment.
Experimental Mortality- Experimental mortality was a possible threat to internal validity
because the potential loss of study participants in each group due to the nature and treatment of
the presenting problem. For example, if a study participant’s depression was comorbid with
uncontrolled bi-polar or substance abuse and the study participant needed to drop out of
treatment in the study setting for more severe medical attention. Additionally, a rater may deem
it necessary to exclude a study participant from treatment for medical reasonings. According to a
2003 report, a report on the state of the Mental Health Delivery System in Louisiana (Louisiana
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Department of Health and Hospitals [LaDHH], 2003), it is estimated that 650,000 adults and
245,000 children in Louisiana have a diagnosable mental illness. Nearly 30% of the state’s
population are living with mental illness.
Maturation- Maturation was a potential threat to the internal validity of this study because
of several compounding other threats to internal validity but these compounding threats are
controlled by random assignment.
External validity
External validity is the extent to the trial data which can be generalized to the greater
population (Akobeng 2008). The subjects were not a random sample, but demographics enabled
a consumer to assess the relevance of the study results to their setting.
Population and Sampling
Target population. The target population was adults presenting with symptoms of
Depression that work or reside in the 9-parish region known as the Capital Region. The parishes
that make up the Capital Region include Ascension Parish, East Baton Rouge Parish, East
Feliciana Parish, Iberville Parish, Livingston Parish, Pointe Coupee Parish, St. Helena Parish,
West Baton Rouge Parish, and West Feliciana parish.
Accessible population. The accessible population was adults presenting with symptoms
of Depression that work or reside in the 9-parish region known as the Capital Region that are
seeking treatment from a psychiatric service organization in Louisiana.
Sample. The original intent was to have a total sample of 120 participants with 60 in
VIO and 60 in VOO treatment groups. However, due to participant withdrawal and other factors
of ineligibility, the final sample was 150 total number assigned and 120 eligible participants
providing usable data with 75 participants in VIO and 45 participants in VOO. Study
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participants were randomly assigned to either out of office (VOO) or in office (VIO) treatment
groups. Ultimately 75 participants were randomly assigned to receive virtual mental healthcare
delivered via in office (VIO) and 45 patients were randomized to receive virtual mental
healthcare delivered out of office (VOO).
Instrumentation
Personal Form. A form was developed by the researcher to include the following
information for each study participant: coded identifier, age, gender, education level, race,
marital status, treatment vehicle, employment status, primary diagnosis, other mental diagnosis,
and clinical outcomes as evident by scales in the instrument. The researcher did not know who
the study participants were because the study participants name and contact information was
coded by the organizational case management personnel. A folder was created for each study
participant grouped by initial intake date and anticipated completion date. Demographic
information was collected by the organization and included in the folder for each study
participant. Clinical diagnosis, diseases treated, and other pertinent demographic information
was obtained from the electronic medical chart for each study participant. Study participants
were given the option of refusing the study.
The Depression Scale. The Depression Scale a six item (see Appendix A), self-rating
depression scale, was administered to all study participants being diagnosed with Depression
according to the Diagnostic and Statistical Manual, 5th ed. (DSM-V) criteria. Study participants
were asked to rate their assessment of their depression on a scale from 1-5 with “1” representing
they strongly disagreed with the statement and “5” representing they strongly agreed with the
statement. Study participants were assessed at the initial visit with the psychiatrist and again at
the 8-week mark. Changes in pre/post test data were assessed and interpreted.
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Stanford Presenteeism Scale. Presenteeism is coming to work sick, injured, or otherwise
not at their mental best. The Stanford Presenteeism Scale, a six item ( see Appendix B), selfrating scale measuring presenteeism, was administered to all study participants to determine
what their perceived presenteeism rates were. Study participants were asked to rate their
perceived presenteeism on a scale from 1-5 with “1” representing they strongly disagreed with
the statement and “5” representing they strongly agreed with the statement. Study participants
were assessed at the initial visit with the psychiatrist and again at the 8-week mark. Changes in
pre/post test data were assessed and interpreted.
Stigma Scale. Stigma is a mark of disgrace associated with a phenomenon. The Stigma
Scale is a sixteen-item (Appendix C), self-rating scale measuring the degree to which stigma is
present with the study participant in their work or school environment. Study participants were
asked to rate their perceived stigma on a scale from 1-5 with “1” representing they strongly
disagreed with the statement and “5” representing they strongly agreed with the statement.
Study participants was assessed at the initial visit with the psychiatrist and again at the 8-week
mark. Changes in pre/post test data was assessed and interpreted.
Validity of Instruments
The instruments to be used in this study were reviewed by a panel of experts to establish
their content validity. A panel of four psychiatrist reviewed each of the scales in the instrument
and indicated that the instrument accurately and fully addressed each of the respective constructs
measured. Each instrument (Stanford Presenteeism Scale, Depression Scale, and the Stigma
Scale) used Cronbach’s alpha to identify internal consistency. Internal consistency is acceptable
with Cronbach’s alpha greater than 0.7. Internal consistency is considered excellent with a
Cronbach’s alpha a =.0.9 (Mannion, Junge, Fairbank, Dvorak, & Grob, 2006). Each scale
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reported satisfactory Cronbach’s alphas. The Stanford Presenteeism Scale had a Cronbach’s
alpha of 0.89 (Koopman et al., 2002 and Hutting, Engels, Heerkens, Staal, & Nigiuis-van der
Sanden, 2014). The Depression Scale had a Cronbach’s alpha of 0.79 (Ren & Treiman, 2016).
The Stigma Scale had a Cronbach’s alpha of 0.93 (Rae Olmsted et al., 2011).
Data Collection
Initial contacts were made with the Clinical Director at PTI by the researcher to secure
permission to conduct this research study at the Baton Rouge, Louisiana office location.
Meetings were then held with the Case Management Supervisor, and organizational leadership to
explain the purpose of the study, discuss the data collection procedures, and to secure support for
the project. Start dates were established at these meetings. Approval was also granted by
Louisiana State University’s Internal Review Board (see Appendix D).
Clinical Study Enrollment Process
Patient that requested to become a patient at the test location would complete intake
paperwork and the intake coordinator would then get the packet reviewed and approved by a
psychiatrist. Upon approval the patient would be sent clinical paperwork via DocuSign which
includes the study instrument (see data collection point 1 in Flow Chart). The patient would be
reassessed at the 8-week point in their treatment. Patients in the VIO arm would be given the
instrument while they were on site and the patients in the VOO arm would be given the
instrument via DocuSign.
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Figure 3.1. Flow Chart
Random Assignment Process
Each new patient to the test facility in the month of December 2019 and January 2020, SPSS
was used to randomly assign 120 patients to participate in the clinical trial. The original intent
was to have a total sample of 120 participants with 60 participants in the VIO and 60 participants
in the VOO treatment groups. However, due to participant withdrawal and other factors of
ineligibility, the final sample was 150 total number assigned and 120 eligible participants
providing usable data were randomly assigned to either out of office (VOO) or in office (VIO)
treatment groups. Ultimately 75 participants were randomly assigned to receive virtual mental
healthcare delivered via in office (VIO) and 45 patients were randomized to receive virtual
mental healthcare delivered out of office (VOO).
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Pre-Treatment
The medical staff has an intake process where new patients complete initial paperwork
which includes insurance verification, enrolling in patient portal, complete intake paperwork, and
schedule an initial appointment date. It was customary that all new patients establish VOO
account should the psychiatrist deem it appropriate. For the purposes of this study, virtual
psychiatry accounts were established for all new patients if the study participant’s initial visit
would happen via VOO in lieu of VIO.
Two weeks before the study started, initial folders for each participant were established
and stored in the Case Management office at PTI. The instrument was formatted and loaded on
to two Lenovo Tablets (10-inch screens). PTI case managers would include the pre-treatment
baseline information on the server. The researcher had no access to the raw data. The case
management team at PTI developed a coding system to maintain participant anonymity. The
researcher was privy to the coded participant information for data analysis.
Treatment
The study instrument consisting of two assessment periods, initial visit, and week eight of
treatment, were presented by the researcher to the case management team and clinical director in
October 2019 with intentions to start the study in December 2019. New patients to PTI were
randomized to either VOO or VIO and tasked to complete the baseline assessment. The raters
(psychiatrists) were not advised of the treatment group to which each of the study participants
were randomized. The rater (s) are responsible for informing the case management team of any
participant mortality with rationale.
Study participants were assessed again at week 8. Case management compiled all data
and recorded the data on a 32 GB thumb drive to present to the researcher. Study data was
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maintained on a local server. The server was password protected. Any study participant that
was not able to complete the study, irrespective of cause, was documented and notated. Study
mortality did exclude study participant from maintaining mental health treatment.
Post-Treatment
Each study participant was given the study instrument and reassessed at week 8 to
determine the impact of the VOO or VIO intervention. Case Management downloaded all
pre/post-test survey responses per study participant to a 32 GB thumb drive and provided the
data to the researcher.
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CHAPTER 4. DATA RESULTS
Objective 1
The findings of the study are presented in this chapter organized by objective. There are 8
objectives in all. The first objective was to describe adults in Louisiana seeking psychiatric
services for the treatment of depression on the following demographic characteristics: race, age,
gender, employment status, and educational level.
To accomplish this objective, variables are summarized using frequency and percentage
or mean and standard deviation as appropriate for the level of measurement of each variable.
Age
The first variable on which study participants were described was their age at the time
they entered the study. The mean age of the participants in the study was about 35 (mean 34.6,
STD = 11.89), and the ages ranged from a low of 18 to a high of 79 years old. When the ages of
participants were grouped into categories, the group with the fewest participant count was the
70-79 year-old group (n=1, 0.8%) followed closely by the 60-69 year-old-group (n=3, 2.5%).
The group with the largest number of participants was the 20-year-old group with a frequency of
44 (36.7%). The 30-39-year-old group had 35 participants (29%) (see Table 4.1).
Table 4.1. Age of Adult Participants who Sought Virtual Psychiatry Service for Depression
Age in Decade Groups
Frequency
Percentage
18-19
5
4.2
20-29
44
36.7
30-39
35
29.2
40-49
19
15.8
50-59
13
10.8
60-69
3
2.5
70-79
1
0.8
Total
120
100
Note. Mean age of participants was 34.6 years (SD=11.89)
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Race
The next variable examined was the race of the participants. The 6 categories consisted
of American Indian, Asian, Black, Native American, White, and Hispanic. While the participants
were categorized into 6 race groups, 95% of participants were white (n= 74, 61.7 %) or black
(n=40, 33.3%). The other categories collectively consisted of 4.9% (see Table 4.2).
Table 4.2. Race of Adult Participants who Sought Virtual Psychiatry Service for Depression
Race
Frequency
Percentage
White
74
61.8
Black
40
33.3
American Indian
1
.8
Asian
1
.8
Hispanic
1
.8
Native American
1
.8
Total
120
100
Gender
The next variable examined was the gender of the participants. Gender was recorded as
either male or female and 76% of the study participants were female (n= 91) and 24% of the
study participants were male (n=29) (see Table 4.3).
Table 4.3. Gender of Adult Participants who Sought Virtual Psychiatry Service for Depression
Gender
Frequency
Percentage
Female
91
75.8
Male
29
24.2
Total
120
100
Employment Status
The next variable studied was the study participant’s employment status. The
employment categories were Unemployed, Part-Time, Full-Time, Student, Retired, and No
Response. The majority (n= 71, 59.7%) of study participants indicated that they were employed
full-time. Only two (1.7%) of the participants indicated that they were employed part-time (see
Table 4.4).
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Table 4.4. Employment Status of Adult Participants who Sought Virtual Psychiatry Service for
Depression
Employment Status
Full-Time
Unemployed
Student
Part-Time
Retired
Total

Frequency
71
32
11
3
2
119

Percentage
59.7
26.9
9.2
2.5
1.7
100

Education
The final variable analyzed in objective studied was the study participant’s education
level. There were 9 educational categories that consisted of Less than 12th Grade (n=7, 5.8%),
High School Diploma (n= 35, 29.2%), Vo-Tech (n=6, 5.0%), Some College (n=25, 20.8%),
Associates Degree (n=3, 2.5%), Bachelor’s Degree (n=18, 15.0%), Master’s Degree (n=19,
15.8%), and Doctorate (n=6, 5.0%). The largest segment of study participants, (n= 77, 64.1%),
reported having greater than a high school diploma. Of those with greater than a high school
diploma, 38.3% of study participants had a degree from an institution of higher learning and
23.3% had skill training or some college. The next segment of study participants (n=42, 35.9%)
reported having a high school diploma or less (see Table 4.5).
Table 4.5. Education Level of Adult Participants who Sought Virtual Psychiatry Service for
Depression
Education Level
Frequency
Percentage
Less than 12th grade
7
5.8
High School Diploma
35
29.2
Vo Tech
6
5.0
Some College
25
20.8
Associates Degree
3
2.5
Bachelor’s Degree
18
15.0
Master’s Degree
19
15.8
Doctorate
6
5.0
Total
119
100.0
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Objective 2
The second objective was to describe adults in Louisiana seeking psychiatric services for
the treatment of depression on their compliance (frequency of attendance) at scheduled
appointments in the treatment groups of Virtual out of Office (VOO) and Virtual in Office
(VIO).
To accomplish this objective, variables were described using means and standard
deviation statistics as appropriate for the level of measurement of each variable. There were 120
participants that were randomly assigned to either in-office or out-of-office virtual psychiatric
encounters. All participants were scheduled for four planned encounters in the 8-week study
period Of the participants from where usable data were received, 75 were in the Virtual InOffice (VIO) group and 45 were in the Virtual Out-of-Office (VOO) group. The compliance
score was calculated as the number of sessions actually attended divided by the number of
planned sessions (four) and multiplied by 100 to convert the number to a percentage measure.
When the VIO group was examined, the mean compliance score was 75.0 (SD = 36.07).
When the data were examined in discrete scores, the score category in which the largest group of
participants were categorized was (n = 29, 38.7%) indicating that they attended all the four
planned sessions. Five (6.6%) of the participants had compliance scores that were actually
greater than 100 indicating that they attended more than the planned number of sessions. Only
one of the participants in this group (1.3%) attended none of the planned sessions (see Table
4.6).
Table 4.6. Compliance with Planned Psychiatric Schedule Among Virtual In-Office Participants
by Adults Seeking Psychiatric Services in Louisiana.
Compliance Score
Frequency
Percent
0
1
1.3
(table cont’d.)
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Compliance Score
Frequency
25
15
50
10
75
15
100
29
125
3
150
1
200
1
Total
75
Note. Mean Compliance Score was 75.0 (SD = 36.07)

Percent
20.0
13.4
20.0
38.7
4.0
1.3
1.3
100.00

Among the 45 participants in the VOO group the mean compliance score was 75.6 (SD =
37.50). In this group, the majority (n= 23, 51.1%) had compliance scores of 100 having attended
all the planned sessions. In the group two (4.4%) had scores greater than 100, and three (6.7%)
had scores of 0 indicating that they attended none of the planned sessions (see Table 4.7).
Table 4.7. Compliance with Planned Psychiatric Schedule Among Virtual Out-of-Office
Participants by Adults Seeking Psychiatric Services in Louisiana.
Compliance Score
Frequency
Percent
0
3
6.7
25
6
13.3
50
7
15.6
75
4
8.9
100
23
51.1
125
0
0.0
150
0
0.0
200
2
4.4
Total
45
100
Note. Mean Compliance Score was 75.6 (SD = 37.00)
Objective 3
The third objective was to describe and compare adults in Louisiana seeking psychiatric
services for the treatment of depression in the treatment groups of VOO and VIO on the
following selected demographic characteristics: employment status, gender, race, and
educational level.
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Since each of these variables were measured as categorical data, the Chi-Square test of
Independence was used to determine if each of these measures was independent of the variable
treatment method (VIO or VOO). When the variable employment status was examined for
independence from treatment method, the initial Chi-Square test was found to have an
unacceptable number of inefficient cells (those with expected frequencies of less than five).
Further examination of the test revealed that the total number of participants in the “PartTime Employed” category was only three while the total number in the “Retired” category was
only two. Therefore, the individuals reporting “Part-Time Employed” were combined with those
reporting “Full-Time Employed” to form an “Employed” Category. Additionally, the “Retired”
category was eliminated from this analysis since the two participants reporting this category
could not be reasonably combined with any other category. When the Chi-Square analysis was
conducted with these changes to the response categories, the results revealed that the variables
employment status and treatment method were independent indicating that there were no
differences in employment status by categories of treatment method (X2 df = 2 = 1.176, p = .556)
(see Table 4.8).
When the variable gender was examined for independence from the variable treatment
method, the Chi-Square test was not significant at the .05 alpha level indicating that the variables
gender and treatment method were independent (X2 df = 1 = 0.876, p = .349). Therefore, there
were no differences in gender between the treatment method groups (see Table 4.8).
The next variable examined for differences between the treatment method groups was
Race of participant. When the variable Race was examined for independence from treatment
method, the initial Chi-Square test was found to have an unacceptable number of inefficient cells
(those with expected frequencies of less than five). Further examination of the test revealed that
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the total number of participants in the “American Indian” category was only three while the total
number in the “Asian” category was only one as was the number in the “Native American”
category. The researcher judged that these groups with very small numbers were different from
the two large groups of Black” and “White;” and they, therefore, could not be combined with
either of the categories with larger numbers. Therefore, the individuals reporting one of these
three race categories were eliminated from this analysis. Consequently, the treatment method
groups (VIO and VOO) were compared on the variable race consisting of the two groups of
Black and White. When the Chi-Square analysis was conducted with these changes to the
response categories, the results revealed that the variables race and treatment method were
independent indicating that there were no differences in race by categories of treatment method
(X2 df = 1 = 1.563, p = .211) (see Table 4.8).
When the variable educational level (highest level of education completed) was examined
for independence from treatment method, the initial Chi-Square test was found to have an
unacceptable number of inefficient cells (those with expected frequencies of less than five).
Further examination of the test revealed that the total number of participants in the “Less than
12th Grade” category was only seven while the total number in the “Post-Secondary Vo Tech”
category was only six. Additionally, the number in the “Associate Degree” category was only
three and the number in the “Doctorate” category was only six. To reduce the number of
inefficient cells in the analysis and make the analysis effective, three education level categories
were formed by collapsing categories into the groups: “High School Diploma or less,” “Some
Postsecondary Education but less than Baccalaureate Degree,” and “Baccalaureate Degree or
Higher.” When the Chi-Square analysis was conducted with these changes to the response
categories, the results revealed that the variables education level and treatment method were
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independent indicating that there were no differences in employment status by categories of
treatment method (X2 df = 2 = 0.135, p = .935) (see Table 4.8).
Table 4.8. Comparison of Selected Personal Demographics Characteristics by Treatment Method
among Adults in Louisiana Who Sought Psychiatric Assistance for Treatment for Depression
Variable
df
Χ²
p
Race (Black or White)
1
1.563
.211
Variable
df
Χ²
p
Employment Statusa
2
1.176
.556
Gender
1
.876
.349
Education Statusb
2
.135
.935
a
Employment Status is defined as Employed (Full or Part-Time), Unemployed, or Student.
b
Education Status is defined as High School diploma or less, Some postsecondary but less than
baccalaureate degree, or College degree (baccalaureate) or higher.
Objective 4
The fourth objective was to describe adults in Louisiana seeking psychiatric services for
the treatment of depression prior to receiving treatment and after the completion of treatment on
the following psychiatric characteristics: stigma, presenteeism, and depression. To accomplish
this objective means and standard deviation for each item were used. The first variable measured
was the pre-test measurement for the variable Stigma. Study participants rated their level of
agreement on a total of 16 statements. “Strongly agree” was assigned a value of five while
“strongly disagree” was assigned a value of one. Study participants indicated the highest level of
agreement to the statement “Mental health care costs too much money” (M =2.63, SD = 1.47)
and the highest level of disagreement with the statement “I do not have adequate transportation”
(M = 1.41, SD = 1.07) (see Table 4.9). The researcher developed the following interpretive scale
to aid in reporting participant attitudes: 4.5-5 = Strongly Agree, 3.5-4.49 = Somewhat Agree, 2.5
– 3.49 = Uncertain, 1.5 – 2.49 = Somewhat Disagree, 1 - 1.49 = Strongly Disagree. Using this
scale, 14 items received a rating of “Disagree,” one item received a rating of “Uncertain,” and
one item received a rating of “Strongly Disagree.” No items received a rating of “Strongly
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Agree” or “Somewhat Agree.” Examination of this interpretive scale reveals that the study
participants did not “Agree” with any of the survey items.
Table 4.9. Pre-test Self-Rating of Stigma by Adults Participants Seeking Psychiatric Services in
Louisiana.
Statement
Mean Standard Deviation Frequency Interpretation a
Mental health care costs too much
2.63
1.47
120
U
money
It would be too embarrassing.
2.50
1.47
118
D
My organizational leadership might
2.43
1.41
117
D
treat me differently.
I would be seen as weak.
2.39
1.57
117
D
I would hide from others that I had
2.34
1.52
120
D
seen a mental health treatment
provider.
There would be difficulty getting
2.22
1.39
118
D
time off work for treatment.
Members of my organization would
2.20
1.44
118
D
have less confidence in me.
I do not know where to get help.
2.18
1.45
120
D
My leaders would blame me for the
2.17
1.47
118
D
problem.
It is difficult to schedule an
2.16
1.31
120
D
appointment.
People would like me less if they
2.15
1.41
119
D
knew I was receiving help for a
mental health problem.
I do not trust mental health
1.99
1.27
120
D
professionals.
It would harm my career
1.94
1.35
117
D
I would feel inadequate if I went to
1.93
1.30
120
D
a therapist for a mental health
problem.
Mental health care does not work
1.61
0.92
119
D
I do not have adequate
1.41
1.07
120
SD
transportation.
Note. The response scale used was 5 = strongly agree, 4 = somewhat agree, 3 = uncertain, 2 =
somewhat disagree, and 1 = strongly disagree. The interpretive scale used was 4.5 – 5 = strongly
agree, 3.5 – 4.49 = somewhat agree, 2.5 – 3.49 = uncertain, 1.5 – 2.49 = disagree, 1.0 – 1.49 =
strongly disagree.
a
SA = strongly agree, A = agree, U = uncertain, D = disagree, SD = strongly disagree.
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To further examine the pre-test measurement of perceived Stigma associated with
seeking psychiatric treatment among study participants the researcher conducted a factor analysis
to determine if underlying constructs existed in the scale. The researcher first examined the
items for degree of deviation from normality using the Shapiro-Wilks test. Additionally, the
measure of sampling adequacy was examined for both individual items and the overall Stigma
scale. All data met the assumptions for use of factor analysis. The analysis was conducted as a
principal components analysis with a varimax rotation.
To determine the number of factors to be extracted from the scale’s responses, the
researcher used a combination of the Latent Root criterion and the scree plot technique. The
initial factor analysis was computed without restrictions on the number of factors extracted with
the default minimum value of 1.00 on the latent root measure. Using these computations, the
scree plot was examined to identify the optimum number of factors for extraction. This was
accomplished by identifying the most pronounced bend in the scree plot curve. The optimum
number of factors was determined to be two, plus or minus one. Each of these number of factors
was then computed and examined for three criteria. First, the loadings for items in each of the
factors extracted were examined to determine that they met the minimum acceptable loading
criteria as specified by Hair, Black, Babin, Anderson, and Tatham (1998). For exploratory
research Hair et al. (1998) suggested that this criterion may be as low as .30. Additionally, the
analysis was examined for inefficient factors. Inefficient factors are those that include only one
or two items. If the purpose of the analysis is to identify underlying constructs in the data,
constructs with only one item do not benefit the researcher. Finally, the researcher examined
each of the analyses for the presence of significant cross-loadings in the data. If an item loads
significantly on multiple factors in a factor analysis, it is possible that the item was perceived
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differently by different individuals or groups in the responding audience. Using a combination
of these three criteria the researched determined that there were two underlying constructs in this
scale. Based on the items included in each of the two sub-scales, the sub-scales were labeled as
“Intrinsic Factors” and “Extrinsic Factors.” The results of the factor analysis are presented in
Table 4.10.
Table 4.10. Factor Analysis of Perceived Stigma Associated with Seeking Psychiatric Treatment
by Adult Participants Seeking Psychiatric Services in Louisiana.
Responses
Factor 1
Factor 2
Intrinsic
People would like me less if they knew I was receiving help
.869
.118
for a mental health problem.
I would feel inadequate if I went to a therapist for a mental
.785
.111
health problem.
It would be too embarrassing.
.771
.227
I would hide from others that I had seen a mental health
.765
.149
treatment provider.
I would be seen as weak.
.763
.426
Members of my organization would have less confidence in
.759
.420
me.
My leaders would blame me the problem.
.713
.496
It would harm my career.
.643
.486
Mental health care does not work.
.642
.153
My organization leadership might treat me differently.
.605
.469
I do not trust mental health professionals.
.596
.157
Extrinsic
There would be difficulty getting time off work for
.190
.758
treatment.
It is difficulty to schedule an appointment.
.089
.609
I do not have transportation.
.069
.569
I do not know where to get help.
.421
.514
Mental health care cost too much money.
.408
.475
Note. Percent of variance explained = 57.02%
A pre-test scale score was computed for each participant on each of the two identified
underlying constructs. On the “Intrinsic Factors” pre-test sub-scale, the scores ranged from a
low of 1.00 to a high of 4.73 (mean = 2.16, SD = 1.061). On the “Extrinsic Factors” pre-test
sub-scale score, the values ranged from 1.00 to 4.60 with a mean of 2.12 (SD = .767). An
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overall Stigma pre-test score was then computed as the mean of the responses to the 16 items in
the scale. The mean of this overall score was 2.12 (SD = .925), and the values ranged from a low
of 1.00 to a high of 4.25.
A scale score was computed for each participant on each of the two identified underlying
constructs at the post-test measurement. On the “Intrinsic Factors” post-test sub-scale, the scores
ranged from a low of 1.00 to a high of 4.00 (mean = 1.78, SD =.912). On the “Extrinsic Factors”
post-test sub-scale score, the values ranged from 1.00 to 4.00 with a mean of 1.89 (SD = .740)
(see Table 4.11).
Table 4.11. Post-test Self-Rating of Stigma by Adults Participants Seeking Psychiatric Services
in Louisiana.
Statement
Mean Standard Frequency Interpretation a
Deviation
My leaders would blame me the problem.
2.67
1.472
73
U
I would hide from others that I had seen a mental
2.12
1.374
73
D
health treatment provider.
There would be difficulty getting time off work
2.05
1.343
73
D
for treatment.
I would be seen as weak.
2.03
1.433
73
D
Members of my organization would have less
2.01
1.338
73
D
confidence in me.
It is difficult to schedule an appointment.
1.96
1.263
73
D
I do not know where to get help.
1.95
1.141
73
D
People would like me less if they knew I was
1.86
1.294
73
D
receiving help for a mental health problem.
I do not have transportation.
1.81
1.198
73
D
I would feel inadequate if I went to a therapist for 1.75
1.256
73
D
a mental health problem.
It would be too embarrassing.
1.66
1.169
73
D
I do not trust mental health professionals.
1.60
1.102
73
D
It would harm my career.
1.51
1.056
73
D
My organizational leadership might treat me
1.45
1.041
73
SD
differently.
Mental health care does not work.
1.38
.876
73
SD
Mental health care cost too much money.
1.19
.72
73
SD
Note. The response scale used was 5 = strongly agree, 4 = somewhat agree, 3 = uncertain, 2 =
somewhat disagree, and 1 = strongly disagree. The interpretive scale used was 4.5 – 5 = strongly
(table cont’d.)
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agree, 3.5 – 4.49 = somewhat agree, 2.51 – 3.49 = uncertain, 1.5 – 2.49 = disagree, 1.0 – 1.49 =
strongly disagree.
a
SA = strongly agree, A = agree, U = uncertain, D = disagree, SD = strongly disagree.
Depression
The second variable measured was the pre-test measurement for the variable Depression.
Study participants rated their level of agreement on a total of 6 statements. “Strongly agree” was
assigned a value of five while “strongly disagree” was assigned a value of one. Study
participants indicated the highest level of agreement to the statement “I feel nervous.” (M =3.68,
SD = 1.38) and the highest level of disagreement with the statement “I think life is meaningless”
(M = 2.23, SD = 1.39) (see Table 4.12). The researcher developed the following interpretive
scale to aid in reporting participant attitudes: 4.5-5 = Strongly Agree, 3.5-4.49 = Somewhat
Agree, 2.51 – 3.49 = Uncertain, 1.51 – 2.50 = Somewhat Disagree, 1 - 1.50 = Strongly Disagree.
Using this scale, four items received a rating of “Uncertain,” one item received a rating of
“Agree,” and one item received a rating of “Disagree.” No items received a rating of “Strongly
Agree” or “Strongly Disagree” (see Table 4.12).
Table 4.12. Pre-test Self-Rating of Depression by Adults Participants Seeking Psychiatric
Services in Louisiana.
Statement
Mean Standard Deviation Frequency Interpretation a
I feel nervous.
3.68
1.38
120
A
I feel that everything is difficult.
3.31
1.50
120
U
I feel hopeless about the future.
3.07
1.55
120
U
I feel depressed and cannot cheer
2.90
1.52
120
U
up no matter what you were doing.
I feel upset and cannot remain
2.73
1.52
120
U
calm.
I think life is meaningless.
2.23
1.39
120
D
Note. The response scale used was 5 = strongly agree, 4 = somewhat agree, 3 = uncertain, 2 =
somewhat disagree, and 1 = strongly disagree. The interpretive scale used was 4.5 – 5 = strongly
agree, 3.5 – 4.49 = somewhat agree, 2.5 – 3.49 = uncertain, 1.5 – 2.49 = disagree, 1.0 – 1.49 =
strongly disagree.
a
SA = strongly agree, A = agree, U = uncertain, D = disagree, SD = strongly disagree.
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To further examine the pre-test measurement on the Depression scale reported by study
participants the researcher conducted a factor analysis to determine if underlying constructs
existed in the scale. The researcher first examined the items for degree of deviation from
normality using the Shapiro-Wilks test. Additionally, the measure of sampling adequacy was
examined for both individual items and the overall Depression scale. All data met the
assumptions for use of factor analysis. The analysis was conducted as a principal components
analysis with a varimax rotation.
To determine the number of factors to be extracted from the scale’s responses, the
researcher used a combination of the Latent Root criterion and the scree plot technique. The
initial factor analysis was computed without restrictions on the number of factors extracted with
the default minimum value of 1.00 on the laten root measure. Using these computations, the
scree plot was examined to identify the optimum number of factors for extraction. This was
accomplished by identifying the most pronounced bend in the scree plot curve. The optimum
number of factors was determined to be two, plus or minus one. Each of these number of factors
was then computed and examined for three criteria. First, the loadings for items in each of the
factors extracted were examined to determine that they met the minimum acceptable loading
criteria as specified by Hair, Black, Babin, Anderson, and Tatham (1998). For exploratory
research Hair et al. (1998) suggested that this criterion may be as low as .30. Additionally, the
analysis was examined for inefficient factors. Inefficient factors are those that include only one
or two items. If the purpose of the analysis is to identify underlying constructs in the data,
constructs with only one item do not benefit the researcher. Finally, the researcher examined
each of the analyses for the presence of significant cross-loadings in the data. If an item loads
significantly on multiple factors in a factor analysis, it is possible that the item was perceived
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differently by different individuals or groups in the responding audience. Using a combination
of these three criteria the researcher determined that there were no underlying constructs in this
scale. The results of the factor analysis are presented in Table 4.13.
Table 4.13. Factor Analysis of Responses to “Depression Scale” of Adult Participants Seeking
Psychiatric Services in Louisiana.
Responses
Factor Loading
I feel hopeless about the future.
.894
I feel that everything is difficult.
.871
I feel depressed and cannot cheer up no matter what you
.857
were doing.
I feel upset and cannot remain calm.
.766
I think life is meaningless.
.683
I feel nervous.
.659
Note. Percent of Variance = 62.96%
An overall pre-test Depression scale score was computed for each participant. The
overall Depression pre-test score was computed as the mean of the responses to the 6 items in the
scale. The mean of this overall score was 3.01 (SD =1.14), and the values ranged from a low of
1.00 to a high of 5.00. A higher score indicates a higher level of depression.
Study participants indicated the highest level of agreement to the statement “I feel
nervous” (M = 2.75, SD = 1.553) and the highest level of disagreement with the statement “I
think life is meaningless” (M = 1.49, SD = .945). The researcher developed the following
interpretive scale to aid in reporting participant attitudes: 4.5-5 = Strongly Agree, 3.5-4.49 =
Somewhat Agree, 2.5 – 3.49 = Uncertain, 1.51 – 2.49 = Somewhat Disagree, 1 - 1.50 = Strongly
Disagree. Using this scale, five items received a rating of “Uncertain,” and one item received a
rating of “Strongly Disagree.” No items received a rating of “Strongly Agree” (see Table 4.14).
Additionally, a Depression post-test score was computed using the responses from the
participants taken after the treatment was completed. As with the pre-test score, this score was
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computed as the mean of the six items in the Depression scale. These Depression post-test
scores ranged from a low of 1.00 to a high of 4.83 (mean =2.12, SD = 1.04).
Table 4.14. Post-Test Self-Rating of Depression by Adults Participants Seeking Psychiatric
Services in Louisiana.
Statement
Mean Standard Deviation Frequency Interpretation a
I feel nervous.
2.75
1.553
73
U
I feel that everything is difficult
2.40
1.488
73
U
I feel upset and cannot remain
2.07
1.273
73
U
calm.
I feel hopeless about the future.
2.00
1.202
73
U
I feel depressed and cannot cheer
2.00
1.28
73
U
up no matter what you were doing.
I think life is meaningless.
1.49
.945
73
SD
Note. The response scale used was 5 = strongly agree, 4 = somewhat agree, 3 = uncertain, 2 =
somewhat disagree, and 1 = strongly disagree. The interpretive scale used was 4.5 – 5 = strongly
agree, 3.5 – 4.49 = somewhat agree, 2.51 – 3.49 = uncertain, 1.51 – 2.50 = disagree, 1.0 – 1.50 =
strongly disagree.
a
SA = strongly agree, A = agree, U = uncertain, D = disagree, SD = strongly disagree.
Presenteeism
The third variable measured was the pre-test and post-test measurements for the variable
Presenteeism. Study participants rated their level of agreement on a total of 6 statements.
“Strongly agree” was assigned a value of five while “strongly disagree” was assigned a value of
one. Study participants indicated the highest level of agreement to the statement “My health
problem distracted me from taking pleasure in my work.” (M =3.45, SD = 1.59) and the highest
level of disagreement with the statement “Despite having my health problem, I felt energetic
enough to complete all my work.” (M = 2.58, SD = 1.48) (see Table 4.15).
The researcher developed the following interpretive scale to aid in reporting participant
attitudes: 4.5-5 = Strongly Agree, 3.5-4.49 = Somewhat Agree, 2.51 – 3.49 = Uncertain, 1.51 –
2.50 = Somewhat Disagree, 1 - 1.50 = Strongly Disagree. Using this scale, all six items received
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a rating of “Uncertain.” No items received a rating of “Strongly Agree,” “Somewhat Agree,”
“Somewhat Disagree,” or “Strongly Disagree.”
Table 4.15. Self-Rating of Presenteeism by Adults Participants Seeking Psychiatric Services in
Louisiana.
Statement
Mean Standard Deviation Frequency Interpretation a
My health problem distracted me
3.63
1.42
114
A
from taking pleasure in my work.
Despite having my health problem,
3.59
1.31
114
U
I was to finish hard tasks in my
work.
Because of my health problems, the
3.46
1.47
114
U
stresses of my job were much
harder to handle.
At work, I was able to focus on
3.13
1.35
114
U
achieving my goals despite my
health problem.
I felt hopeless about finishing
3.27
1.47
114
U
certain work tasks, due to my
health problem.
Despite having my health problem,
2.87
1.35
114
U
I felt energetic enough to complete
all my work.
Note. The response scale used was 5 = strongly agree, 4 = somewhat agree, 3 = uncertain, 2 =
somewhat disagree, and 1 = strongly disagree. The interpretive scale used was 4.5 – 5 = strongly
agree, 3.5 – 4.49 = somewhat agree, 2.5 – 3.49 = uncertain, 1.5 – 2.49 = disagree, 1.0 – 1.49 =
strongly disagree.
a
SA = strongly agree, A = agree, U = uncertain, D = disagree, SD = strongly disagree.
To further examine the pre-test measurement of the Presenteeism scale among study
participants, the researcher conducted a factor analysis to determine if underlying constructs
existed in the scale. The researcher first examined the items for degree of deviation from
normality using the Shapiro-Wilks test. Additionally, the measure of sampling adequacy was
examined for both individual items and the overall Presenteeism scale. All data met the
assumptions for use of factor analysis. The analysis was conducted as a principal components
analysis with varimax rotation.
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To determine the number of factors to be extracted from the scale’s responses, the
researcher used a combination of the Latent Root criterion and the scree plot technique. The
initial factor analysis was computed without restrictions on the number of factors extracted with
the default minimum value of 1.00 on the laten root measure. Using these computations, the
scree plot was examined to identify the optimum number of factors for extraction. This was
accomplished by identifying the most pronounced bend in the scree plot curve. The optimum
number of factors was determined to be two, plus or minus one. Each of these number of factors
was then computed and examined for three criteria. First, the loadings for items in each of the
factors extracted were examined to determine that they met the minimum acceptable loading
criteria as specified by Hair, Black, Babin, Anderson, and Tatham (1998). For exploratory
research Hair et al. (1998) suggested that this criterion may be as low as .30. Additionally, the
analysis was examined for inefficient factors. Inefficient factors are those that include only one
or two items.
If the purpose of the analysis is to identify underlying constructs in the data, constructs
with only one item do not benefit the researcher. Finally, the researcher examined each of the
analyses for the presence of significant cross-loadings in the data. If an item loads significantly
on multiple factors in a factor analysis, it is possible that the item was perceived differently by
different individuals or groups in the responding audience. Using a combination of these three
criteria the researched determined that there were two underlying constructs in this scale. Based
on the items included in each of the two sub-scales, the sub-scales were labeled as “Successful”
and “Unsuccessful”. The results of the factor analysis are presented in Table 4.16.
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Table 4.16. Factor Analysis of Responses to “Presenteeism Scale” of Adult Participants Seeking
Psychiatric Services in Louisiana.
Responses
Factor 1
Factor 2
Unsuccessful
Because of my health problem, the stresses of my job were
.918
.053
much harder to handle.
I felt hopeless about finishing certain work tasks, due to my
.909
-.014
health problem.
My health problem distracted me from taking pleasure in
.909
.126
my work.
Successful
At work, I was able to focus on achieving my goals despite
.034
.895
a
my health problem.
Despite having my health problem, I was able to finish hard
.115
.847
a
tasks in my work.
Despite having my health problem, I felt energetic enough
.006
.816
to complete all my work. a
a
Reverse coded item. Percent of Variances Explained was 78.57%.
A pre-test scale score was computed for each participant on each of the two identified
underlying constructs. On the “Unsuccessful” pre-test sub-scale, the scores ranged from a low of
1.00 to a high of 5.00 (mean = 3.45, SD =1.290). Items in the “Successful sub-scale were all
worded in the reverse of the items in the “Unsuccessful” sub-scale. Therefore, the “Successful”
sub-scale score should be interpreted as a higher score indicates a lower level of “Presenteeism.”
The “Successful” sub-scale scores ranged from a low of 1.00 to a high of 5. 0 (mean = 3.15, SD
=1.094).
The researcher also computed an overall “Presenteeism” score which was the mean of the
six items in the scale. However, since the items in the two sub-scales were coded in reverse of
each other, the researcher recoded the items in the “Successful” sub-scale so that for all items a
higher value indicated a higher level of “Presenteeism.” overall pre-test Presenteeism scale
score was computed for each participant as the mean of the responses to the 6 items in the scale.
The mean of this overall score was 3.15 (SD =.932), and the values ranged from a low of 1.00 to
a high of 5.00.
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On the post-test, study participants indicated the highest level of agreement to the
statement “Despite having my health problem, I was able to finish hard tasks in my work.” (M
=3.74, SD = 1.37) and the highest level of disagreement with the statement “Despite having my
health problem, I felt energetic enough to complete all my work.” (M = 3.06, SD = 1.51) (see
Table 4.17).
Table 4.17. Post-Test Self-Rating of Presenteeism by Adults Participants Seeking Psychiatric
Services in Louisiana.
Statement
Mean Standard Deviation Frequency Interpretation a
Despite having my health problem,
3.74
1.37
72
A
I was able to finish hard tasks in my
work.
My health problem distracted me
3.60
1.42
72
A
from taking pleasure in my work.
At work, I was able to focus on
3.53
1.29
72
A
achieving my goals despite my
health problem.
Because of my health problem, the
3.29
1.71
72
U
stresses of my job were much
harder to handle.
I felt hopeless about finishing my
3.08
1.56
72
U
work tasks, due to my health
problems.
Despite having my health problem,
3.08
1.51
72
U
I felt energetic enough to complete
all my work.
Note. The response scale used was 5 = strongly agree, 4 = somewhat agree, 3 = uncertain, 2 =
somewhat disagree, and 1 = strongly disagree. The interpretive scale used was 4.5 – 5 = strongly
agree, 3.5 – 4.49 = somewhat agree, 2.5 – 3.49 = uncertain, 1.5 – 2.49 = disagree, 1.0 – 1.49 =
strongly disagree.
a
SA = strongly agree, A = agree, U = uncertain, D = disagree, SD = strongly disagree.
The researcher developed the following interpretive scale to aid in reporting participant
attitudes: 4.5-5 = Strongly Agree, 3.5-4.49 = Somewhat Agree, 2.51 – 3.49 = Uncertain, 1.51 –
2.50 = Somewhat Disagree, 1 - 1.50 = Strongly Disagree. Using this scale, three of the items
were classified as “Somewhat Agree” and three of the items were classified in the “Undecided”
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category. No items received a rating of “Strongly Agree,” “Somewhat Disagree,” or “Strongly
Disagree.”
A post-test scale score was computed for each participant on each of the two identified
underlying constructs. On the “Unsuccessful” post-test sub-scale, the scores ranged from a low
of 1.00 to a high of 5.00 (mean = 3.32, SD =1.330). Items in the “Successful sub-scale were all
worded in the reverse of the items in the “Unsuccessful” sub-scale. Therefore, the “Successful”
sub-scale score should be interpreted as a higher score indicates a lower level of “Presenteeism.”
The “Successful” sub-scale scores ranged from a low of 1.00 to a high of 5. 0 (mean = 3.45, SD
=1.139).
The researcher also computed an overall “Presenteeism” post-test score which was the
mean of the six items in the scale. However, since the items in the two sub-scales were coded in
reverse of each other, the researcher recoded the items in the “Successful” sub-scale so that for
all items a higher value indicated a higher level of “Presenteeism.” The overall post-test
Presenteeism scale score was computed for each participant as the mean of the responses to the 6
items in the scale. The mean of this overall score was 3.03 (SD = 1.132), and the values ranged
from a low of 1.00 to a high of 5.00.
Objective 5
The fifth objective was to determine if relationships exist between the psychiatric
characteristics of Stigma, Depression, and Presenteeism and the following selected demographic
characteristics: race, age, gender, and employment status among adults in Louisiana seeking
psychiatric services for the treatment of depression.
To accomplish this objective, Pearson Product Moment correlation coefficient was used
for continuous data (age) and the independent t-tests or One-way ANOVA procedure was used
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for categorial data. The first variable examined was age among study participants in both virtual
in-office (VIO) and virtual out-of-office (VOO) settings. No statistically significant relationships
were found with the variable age (see Table 4.18).
Table 4.18. Comparisons of Selected Psychiatric Characteristics by Age of Adults in Louisiana
Receiving Mental Health Services for Depression.
Psychiatric Characteristic
r
n
p
Depression Post-test
0.203
73
0.084
Stigma Intrinsic Post-test
0.152
73
0.2
Overall Stigma Post-test
0.133
73
0.26
Presenteeism Post-test
0.083
72
0.489
Presenteeism Post-test Unsuccessful
0.059
72
0.625
Stigma Extrinsic Post-test
0.057
73
0.634
Stigma-Intrinsic Pre-test
0.055
120
0.55
Stigma-Extrinsic Pre-test
0.029
120
0.753
Overall Stigma Pre-test
.023
120
0.802
Depression Pre-test
-0.008
119
0.933
Presenteeism Pre-test
-0.032
114
0.732
Presenteeism Pre-Successful
-0.04
114
0.671
Presenteeism Post-test Successful
-0.068
72
0.569
Presenteeism Pre-Unsuccessful
-0.081
114
0.39
Race
The next variable measured was race. When the psychiatric measures were compared by
categories of the variable race, the initial tests showed that the race categories of American
Indian, Asian, Native American, and Hispanic had insufficient numbers of subjects to enable
statistical comparisons to be conducted. Therefore, the examination of the psychiatric
characteristics by race included only Black and White racial categories. These comparisons were
made using Independent t-tests, since there were now only two categories of the variable race
included in the analysis. No statistically significant relationships were found with the variable
race (see Table 4.19).
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Table 4.19. Comparisons of Selected Psychiatric Characteristics by Race of Adults in Louisiana
Receiving Mental Health Services for Depression.
Psychiatric Characteristic
Race
n
Mean
SD
t
df
p
Overall Stigma Pre-test
Black 40
2.26
.889
1.266
112
.208
White 74
2.03
.950
Depression Pre-test
Black 40
3.20
.937
1.231 99.857 .221
White 74
2.94
1.24
Stigma-Intrinsic Pre-test
Black 40
2.29
1.00
1.121
112
.265
White 74
2.06
1.092
Stigma Intrinsic-Post- Test
Black 20
1.93
.841
.894
65
.881
White 47
1.71
.950
Presenteeism Post-test Unsuccessful
Black 19
3.54
1.32
.849
64
.391
White 47
3.23
1.39
Overall Stigma Post-test
Black 20
1.92
.754
.741
65
.804
White 47
1.76
.848
Stigma-Extrinsic Pre-test
Black 40
2.20
.907
.639
112
.524
White 74
2.09
.887
Presenteeism Pre-test
Black 40
3.20
.920
.545
106
.587
White 73
3.10
.954
Presenteeism Pre-Unsuccessful
Black 40
3.55
1.312
.447
106
.656
White 68
3.44
1.253
Presenteeism Post-Test
Black 19
3.13
1.07
.442
64
.286
White 47
2.99
1.19
Depression Post Test
Black 20
2.20
1.39
.303
65
.356
White 47
2.11
1.04
Stigma Extrinsic Post-test
Black 20
1.91
.698
.188
65
.932
White 47
1.87
.773
Presenteeism Post-test Successful
Black 19
3.44
1.09
.095
64
.938
White 47
3.47
1.16
Presenteeism Pre-Successful
Black 40
3.14
1.01
.435
106
.665
White 68
3.24
1.12
60

Gender
The next variable measured was gender among study participants in both virtual in-office
(VIO) and virtual out-of-office (VOO) settings. An independent t-tests was chosen to measure
the variable gender because gender is a two-group categorical variable. No statistically
significant relationships were found with the variable gender (see Table 4.20).
Table 4.20. Comparisons of Selected Psychiatric Characteristics by Gender of Adults in
Louisiana Receiving Mental Health Services for Depression.
Psychiatric
Gender
n
Mean
SD
t
df
Characteristic
Female
86
Presenteeism
3.20
.955
1.069
112
Pre-test
2.99
.852
Male
28
Female
59
3.09
1.140
Presenteeism
0.855
70
Post-Test
Male
13
2.75
1.096
Presenteeism
Female
59
3.34
1.332
Post-test
0.765
70
Unsuccessful
Male
13
3.23
1.370
Stigma
Female
60
1.90
.714
Extrinsic Post0.304
71
test
Male
13
1.83
.883
Presenteeism
Female
86
3.47
1.292
Pre0.284
112
Unsuccessful
Male
28
3.39
1.305
Presenteeism
Female
59
3.34
1.139
Post-test
0.214
70
Successful
Male
13
3.95
1.035
Female
90
3.01
1.174
Depression
0.061
117
Pre-test
Male
29
3.00
1.052
StigmaFemale
91
2.16
1.085
Intrinsic Pre0.047
118
test
Male
29
2.15
.998
Female
91
2.12
.946
Overall Stigma
0.042
118
Pre-test
Male
29
2.13
.872
StigmaFemale
91
2.11
.883
Extrinsic Pre0.254
118
test
Male
29
2.16
.869
(table cont’d.)
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p

0.288

0.334

0.782

0.762

0.777

0.08

0.952

0.962

0.967

0.8

Psychiatric
Characteristic
Overall Stigma
Post-test
Stigma
Intrinsic-PostTest
Depression
Post Test
Presenteeism
Pre-Successful

Gender

n

Mean

SD

Female

60

1.80

.744

Male
Female

13
60

1.89
1.75

1.101
.834

Male
Female

13
60

1.92
2.06

1.242
.955

Male
Female

13
86

2.37
3.07

1.381
1.048

Male

28

3.42

1.206

t

df

p

0.394

71

0.694

0.623

71

0.535

0.765

14.584

.456

1.482

112

0.141

Employment Status
The last variable measured was employment status among study participants in both
virtual in-office (VIO) and virtual out-of-office (VOO) settings. To better determine if
relationships existed between categorical data (race, gender, and employment status) and the
treatment vehicle, the researcher chose to use a one-way analysis of variance (ANOVA)
procedure. When these comparisons were examined, three of the psychiatric measures were
found to be different by the category employment status (defined as employed, unemployed, and
student). These variables were Presenteeism Pre-test, Presenteeism Pre-Successful sub-scale,
and Stigma-Extrinsic Pre-test. Each of these was examined individually (see Table 4.21).
Table 4.21. Comparisons of Selected Psychiatric Characteristics by Employment Status of
Adults in Louisiana Receiving Mental Health Services for Depression.
Psychiatric
Employment
n
Mean
SD
f
df
p
Characteristic
Status
Unemployed
28
3.55
.827
Presenteeism
Employed
73
2.91
.899
6.38
2
0.002
Pre-test
Student
11
3.54
1.009
Unemployed
28
2.67
1.221
Presenteeism
Employed
73
3.40
.972
5.42
2
0.006
Pre-Successful
Student
11
2.85
1.178
(table cont’d.)

62

Psychiatric
Characteristic
StigmaExtrinsic Pretest

Employment
Status
Unemployed
Employed
Student
Unemployed
Overall Stigma
Employed
Pre-test
Student
Presenteeism
Unemployed
PreEmployed
Unsuccessful
Student
Unemployed
Depression
Employed
Pre-test
Student
StigmaUnemployed
Intrinsic PreEmployed
test
Student
Unemployed
Depression
Employed
Post Test
Student
Presenteeism
Unemployed
Post-test
Employed
Successful
Student
Unemployed
Presenteeism
Employed
Post-Test
Student
Stigma
Unemployed
Intrinsic-PostEmployed
Test
Student
Unemployed
Overall Stigma
Employed
Post-test
Student
Presenteeism
Unemployed
Post-test
Employed
Unsuccessful
Student
Stigma
Unemployed
Extrinsic PostEmployed
test
Student

n

Mean

SD

f

df

p

32
74
11
32
74
11
28
73
11
32
73
11
32
74
11
18
46
6
18
46
6
18
46
6
18
46
6
18
46
6
18
46
6
18
46
6

2.52
1.99
1.87
2.46
2.01
1.96
3.77
3.24
3.94
3.38
2.88
2.83
2.51
2.04
2.00
2.39
2.09
1.53
3.02
3.58
3.50
3.41
2.94
3.03
1.99
1.74
1.55
2.00
1.78
1.60
3.65
3.27
3.44
2.01
1.87
1.73

.980
.828
.546
.985
.908
.715
1.435
1.237
1.052
1.058
1.134
1.181
1.110
1.035
.943
1.012
1.090
.464
1.218
1.108
1.090
1.057
1.149
1.015
1.108
.895
.377
1.002
.788
.416
1.270
1.355
1.303
.869
.687
.985

4.71

2

0.011

2.93

2

0.058

2.73

2

0.07

2.36

2

0.099

2.32

2

0.103

1.6

2

0.21

1.593

2

0.211

1.138

2

0.327

0.691

2

0.505

0.664

2

0.518

0.551

2

0.579

0.37

2

0.692

When the data was analyzed, there were three variables, Presenteeism Pre-test, Stigma
Extrinsic Pre-Test, and Presenteeism Pre-Successful. When the significant difference in the
variable Stigma Pre-Extrinsic was examined, the Tukey’s post hoc multiple comparisons was
used to identify specific groups that were different the unemployed group had a significantly
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higher mean score (Mean = 2.52) than the employed group, (Mean = 1.99). The student group
was not significantly different from either of the other two groups (see Table 4.22).
Table 4.22. Comparison of Stigma Pre-Extrinsic Scale Scores of Adult Patients Seeking
Psychiatric Services for Depression by Employment Status.
Source
df
MS
F
p
Between Groups
2
3.421
4.712
.011
Within Groups
114
.726
Total
116
Group
n
M
Tukey a
Employed
74
1.99
A
Un-Employed
32
2.52
B
Student
11
1.87
A,B
Note. Groups without a common letter are significantly different.
To further examine the significant difference in Presenteeism Pre-Test by “Employment
Status” a Tukey’s post-hoc multiple comparison test was conducted. This procedure was chosen
to best interpret the meaningful findings. When the variable Presenteeism- Pre was examined,
the unemployed group had a significantly higher mean score (Mean = 3.56) than the employed
group, (Mean = 2.92). The student group was not significantly different from either of the other
two groups (see Table 4.23).
Table 4.23. Comparison of Presenteeism-Pre-Scale Scores of Adult Patients Seeking Psychiatric
Services for Depression by Employment Status.
Source
df
MS
F
p
Between Groups
2
5.079
6.377
.002
Within Groups
109
.796
Total
111
Group
n
M
Tukey a
Employed
73
2.92
A
Un-Employed
28
3.56
B
Student
11
3.55
A,B
Note. Groups without a common letter are significantly different.
To further examine the significant difference in Presenteeism Pre-Successful by
“Employment Status” a Tukey’s post-hoc multiple comparison test was conducted. When the
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variable Presenteeism- Pre-Successful was examined, the employed group had a significantly
higher mean score (Mean = 3.40) than the un-employed group, (Mean= 2.67). The student group
was not significantly different from either of the other two groups (see Table 4.24).
Table 4.24. Comparison of Presenteeism-Pre-Successful Scale Scores of Adult Patients Seeking
Psychiatric Services for Depression by Employment Status.
Source
df
MS
F
p
Between Groups
2
6.075
5.424
.006
Within Groups
109
1.120
Total
111
Group
n
M
Tukey a
Employed
73
3.40
A
Un-Employed
28
2.67
B
Student
11
2.85
A,B
Note. Groups without a common letter are significantly different.
Objective 6
The sixth objective was to compare adults in Louisiana seeking psychiatric services for
the treatment of depression who receive a Virtual Out-of-Office (VOO) treatment vehicle with
those who receive a Virtual In-Office Treatment (VIO) vehicle on the following psychiatric
characteristics: Presenteeism, Stigma, and Depression. To accomplish this objective, variables
was compared using independent t-tests.
When this analysis was conducted four measures were found to be significantly different
by treatment group. These included Depression Post Test, Overall Stigma, Stigma IntrinsicPost-test, and Stigma Extrinsic Post-test. In all the cases the VOO treatment group had
significantly lower scores than the VIO group indicating significantly less of the psychiatric
characteristics being assessed, (i.e) Stigma and Depression (see Table 4.25).
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Table 4.25. Comparisons of Selected Psychiatric Characteristics Presenteeism, Stigma, and
Depression by Treatment Vehicle of Adults in Louisiana Receiving Mental Health Services for
Depression.
Psychiatric
Treatment Vehicle n
Mean
SD
t
df
P
Characteristic
In-Office
48
2.33
1.09
Depression Post Test
2.536
71 .013
Out-of-Office
25
1.71
.81
In-Office
48
1.97
.905
Overall Stigma Post-test
2.318
71 .023
Out-of-Office
25
1.52
.480
In-Office
48
1.95
1.04
Stigma Intrinsic-Post2.204
71 .031
Test
Out-of-Office
25
1.46
.481
In-Office
48
2.02
.772
Stigma Extrinsic Post2.112
71 .038
test
Out-of-Office
25
1.64
.614
In-Office
75
2.24
1.120
Stigma-Intrinsic Pre-test
1.148 118 .253
Out-of-Office
45
2.01
.949
In-Office
70
3.24
1.05
Presenteeism Pre1.120 112 .265
Successful
Out-of-Office
44
3.01
1.15
In-Office
75
2.19
.978
Overall Stigma Pre-test
1.091 118 .278
Out-of-Office
45
2.00
.826
In-Office
75
2.18
.922
Stigma-Extrinsic Pre.928
118 .355
test
Out-of-Office
45
2.03
.794
In-Office
47
3.38
1.33
Presenteeism Post-test
.513
70 .610
Unsuccessful
Out-of-Office
25
3.21
1.36
In-Office
47
3.07
1.16
Presenteeism Post-Test
.383
70 .703
Out-of-Office
25
2.96
1.09
In-Office
70
3.49
1.32
Presenteeism Pre.338
112 .736
Unsuccessful
Out-of-Office
44
3.40
1.25
In-Office
47
3.44
1.15
Presenteeism Post-test
-.095
70 .925
Successful
Out-of-Office
25
3.47
1.14
In-Office
70
3.12
.905
Presenteeism Pre-test
-.412 112 .681
Out-of-Office
44
3.20
.983
(table cont’d.)
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Psychiatric
Characteristic

Treatment Vehicle

n

Mean

SD

In-Office

74

2.97

1.15

Depression Pre-test

t

-.522
Out-of-Office

45

3.08

df

P

117 .602

1.14

Objective 7
The seventh objective was to compare adults in Louisiana seeking psychiatric services for
the treatment of depression on their pre and post-test measurements compare pre and post-test
measurements on the following psychiatric characteristics: Presenteeism, Stigma, and
Depression in each group (VOO and VIO).
To accomplish this objective, each of the psychiatric measures (including the overall
scores and sub-scale scores) were compared by time of measurement (pre and post) separately
for each of the treatment vehicle groups (VIO and VOO). The first comparisons were made for
the VIO group. Results of these comparisons are presented in Table 26. Among the seven
comparisons completed for the study participants who received treatment for depression in a
Virtual In-Office setting, only one significant difference was found. Participants were found to
have a significantly lower (t = 3.265,df = 46, p= .002) depression score at the end (mean = 2.32)
than they had at the beginning of their treatments (mean = 2.89) (see Table 4.26).
Table 4.26. Comparisons of Pre and Post-test Results of Selected Psychiatric Characteristics
Presenteeism, Stigma, and Depression of Adults in Louisiana Receiving Mental Health Services
for Depression in a Virtual-In-Office Environment.
Psychiatric
Time of
n
Mean
SD
Mean
SD
t
df
p
Characteristic Measurement
Differences
Pre
2.89 1.222
Depression
47
.564
1.184 3.265
46 .002
Post
2.32 1.100
Pre
2.15 1.152
Stigma
48
.200
.774
1.789
47 .080
Intrinsic
Post
1.95 1.037
(table cont’d.)
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Psychiatric
Characteristic
PresenteeismSuccessful
Stigma
Overall
Presenteeism
Overall
Stigma
Extrinsic
Presenteeism
Unsuccessful

Time of
Measurement
Pre

n

Mean

SD

3.08

1.017

42
Post
Pre

3.48
2.08

1.129
.982

1.97
3.19

.904
.910

48
Post
Pre
48
Post
Pre

3.03
2.084

1.140
.902

2.02
3.46

.773
1.315

48
Post
Pre
42
Post

3.37

Mean
Differences

SD

t

df

p

-.397

1.439

1.787

41

.08

.11

.693

1.107

47

.274

.160

1.128

.917

41

.365

.060

.827

.506

47

.615

-.087

1.496

.378

41

.707

1.324

Next, the pre and post-test measurements for the study participants who received their
treatment for depression in a Virtual Out-of-Office (VOO) setting were conducted. In this
treatment group, three variables were found to be significantly different between pre and post
measurement time. The variable with the highest degree of significant difference was the
psychiatric characteristic of depression. Prior to the treatment the participants in this group had a
depression score of 3.05 (SD = 1.185) while after the completion of their schedule of treatments,
their depression score was 1.71 (SD = .808). Additionally, study participants in the VOO group
had a significantly lower Stigma-Intrinsic sub-scale score at post-test time and a significantly
lower Overall Stigma score at post-test time (see Table 4.27).
Table 4.27. Comparisons of Pre and Post-test Results of Selected Psychiatric Characteristics
Presenteeism, Stigma, and Depression of Adults in Louisiana Receiving Mental Health Services
for Depression in a Virtual Out-of-Office (VOO) Environment
Psychiatric
Time of
n
Mean
SD
Mean
SD
t
df
p
Characteristic Measurement
Differences
Pre
3.05 1.185
Depression
25
1.340
1.239 5.406
24 <.001
Post
1.71
.808
(table cont’d.)
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Psychiatric
Characteristic
Stigma
Intrinsic
Stigma
Overall
Stigma
Extrinsic
PresenteeismSuccessful
PresenteeismUnsuccessful
Presenteeism
Overall

Time of
Measurement
Pre

n

Mean

SD

2.02

1.018

Mean
Differences

SD

t

df

p

.556

1.031

2.697

24

.013

.453

.861

2.629

24

.015

.320

.815

1.965

24

.061

-.444

1.336

1.630

23

.117

-.403

1.369

1.441

23

.163

-.081

1.039

.380

23

.708

25
Post
Pre

1.46
1.97

.481
.864

1.52
1.96

.480
.783

25
Post
Pre
25
Post
Pre

1.64
3.01

.614
1.169

3.46
2.90

1.166
1.202

24
Post
Pre
24
Post
Pre

3.31
2.94

1.304
.959

3.03

1.064

24
Post

Objective 8
The eighth objective was to compare adults in Louisiana seeking psychiatric services for
the treatment of depression on the compliance (frequency of attendance) at scheduled
appointments by treatment vehicle in each group VOO and VIO.
To accomplish this objective, variables were described using means and standard
deviation statistics as appropriate for the level of measurement of each variable. When
comparing the means using independent t-test procedure, there was no difference between the
Virtual-in-Office (VIO) group (Mean = 75.00, SD = 36.07) and the Virtual-Out-of-Office
(VOO) group (Mean = 75.06, SD =37.50) (see Table 4.28).
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Table 4.28. Comparisons of compliance with planned Psychiatric Schedule among Adults in
Louisiana Receiving Mental Health Services for Depression in a Virtual-In-Office (VIO) and
Virtual Out-of-Office (VOO) setting.
Treatment Vehicle
n
Mean
SD
t
df
p
Virtual -In- Office
75
75.00
Virtual Out-of-Office
36.07
-.080
118
.936
45

75.56
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CHAPTER 5. CONCLUSIONS, DISCUSSIONS AND FUTURE
CONSIDERATIONS
The primary purpose of this study was to compare the provision of psychiatric evaluation
and medication interventions in a virtual out of office format (VOO) with the provision of
psychiatric evaluation and medication interventions in a virtual in-office (VIO) psychiatric
encounter among adults in Louisiana seeking psychiatric services for the treatment of depression.
Objectives of the Study
In order to accomplish this purpose, the following objectives were established:
Objective 1: Describe adults in Louisiana seeking psychiatric services for the treatment of
depression on the following demographic characteristics: age, race, gender, employment status,
and educational level.
Objective 2: Describe adults in Louisiana seeking psychiatric services for the treatment of
depression on their compliance (frequency of attendance) at scheduled appointments in the
treatment groups of Virtual Out-of-Office (VOO) and Virtual In-Office (VIO).
Objective 3: Describe and compare adults in Louisiana seeking psychiatric services for the
treatment of depression in the treatment groups of VOO and VIO on the following selected
demographic characteristics: employment status, gender, race, and educational level.
Objective 4: Describe adults in Louisiana seeking psychiatric services for the treatment of
depression prior to receiving treatment and after the completion of treatment on the following
psychiatric characteristics: Stigma, Depression and Presenteeism.
Objective 5: Determine if relationships exist between the psychiatric characteristics of Stigma,
Depression, and Presenteeism and the following selected demographic characteristics: race, age,
gender, and employment status among adults in Louisiana seeking psychiatric services for the
treatment of depression.
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Objective 6: Compare adults in Louisiana seeking psychiatric services for the treatment of
depression who receive a Virtual Out-of-Office (VOO) treatment vehicle with those who receive
a Virtual In-Office Treatment (VIO) vehicle on the following psychiatric characteristics:
Presenteeism, Stigma, and Depression.
Objective 7: Compare adults in Louisiana seeking psychiatric services for the treatment of
depression on their pre and post-test measurements on the following psychiatric characteristics:
Presenteeism, Stigma, and Depression in each of the treatment vehicle groups (VOO and VIO) in
the study.
Objective 8: Compare adults in Louisiana seeking psychiatric services for the treatment of
depression on the frequency of attendance at scheduled appointments by treatment vehicle group
(VOO and VIO).
Methodology
This study is classified as a pretest-posttest control group non-inferiority double-blind
experimental design diagrammed using configurations from Campbell and Stanley (1963) as
follows:
R O1 XE O2
R O3 XC O4
The target population was adults presenting with symptoms of Depression that work or
reside in the 9-parish region known as the Capital Region. The accessible population was adults
presenting with symptoms of Depression that work or reside in the 9-parish region known as the
Capital Region that are seeking treatment from a psychiatric service organization in Louisiana.
The original intent was to have a total sample of 120 participants with 60 in VIO and 60
in VOO treatment groups. However, due to participant withdrawal and other factors of
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ineligibility, the final sample was 150 total number assigned and 120 eligible participants
providing usable data with 75 participants in VIO and 45 participants in VOO. Study
participants were randomly assigned to either out of office (VOO) or in office (VIO) treatment
groups. Ultimately 75 participants were randomly assigned to receive virtual mental healthcare
delivered via in office (VIO) and 45 patients were randomized to receive virtual mental
healthcare delivered out of office (VOO).
A form was developed by the researcher to include the following information for each
study participant: coded identifier, age, gender, education level, race, marital status, treatment
vehicle, employment status, primary diagnosis, and clinical outcomes as evident by scales in the
instrument. The researcher did not know who the study participants were because the study
participants name, and contact information was coded by the organizational case management
personnel.
There were three self-rating scales used in this study: The Depression scale, The
Stanford Presenteeism scale, and the Stigma scale.
The Depression Scale, a six item self-rating depression scale, was administered to all study
participants being diagnosed with Depression according to the Diagnostic and Statistical Manual,
5th ed. (DSM-V) criteria. The Stanford Presenteeism Scale, a six item self-rating scale
measuring presenteeism, was administered to all study participants to determine what their
perceived presenteeism rates were. The Stigma Scale is a sixteen-item self-rating scale
measuring the degree to which stigma is present with the study participant in their work or
school environment.
Initial contacts were made with the Clinical Director at PTI by the researcher to secure
permission to conduct this research study at the Baton Rouge, Louisiana office location.
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Meetings were then held with the Case Management Supervisor, and organizational leadership to
explain the purpose of the study, discuss the data collection procedures, and to secure support for
the project. Start dates were established at these meetings. Approval was also granted by
Louisiana State University’s Internal Review Board.
Patients that requested to become a patient at the test location would complete intake
paperwork and the intake coordinator would then get the packet reviewed and approved by a
psychiatrist. Upon approval the patient would be sent clinical paperwork via DocuSign which
includes the study instrument. The patient would be reassessed at the 8-week point in their
treatment. Patients in the VIO arm would be given the instrument while they were on site and
the patients in the VOO arm would be given the instrument via DocuSign.
The primary purpose of this study is to compare the provision of psychiatric evaluation
and medication interventions in a virtual out of office format (VOO) with the provision of
psychiatric evaluation and medication interventions in a virtual in-office (VIO) psychiatric
encounter among adults in Louisiana seeking psychiatric services for the treatment of depression.
In order to accomplish this purpose, the following objectives were established:
Objective 1: Describe adults in Louisiana seeking psychiatric services for the treatment of
depression on the following demographic characteristics: age, race, gender, employment status,
and educational level.
Objective 2: Describe adults in Louisiana seeking psychiatric services for the treatment of
depression on their compliance (frequency of attendance) at scheduled appointments in the
treatment groups of Virtual Out-of-Office (VOO) and Virtual In-Office (VIO).
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Objective 3: Describe and compare adults in Louisiana seeking psychiatric services for the
treatment of depression in the treatment groups of VOO and VIO on the following selected
demographic characteristics: employment status, gender, race, and educational level.
Objective 4: Describe adults in Louisiana seeking psychiatric services for the treatment of
depression prior to receiving treatment and after the completion of treatment on the following
psychiatric characteristics: Stigma, Depression and Presenteeism.
Objective 5: Determine if relationships exist between the psychiatric characteristics of Stigma,
Depression, and Presenteeism and the following selected demographic characteristics: race, age,
gender, and employment status among adults in Louisiana seeking psychiatric services for the
treatment of depression.
Objective 6: Compare adults in Louisiana seeking psychiatric services for the treatment of
depression who receive a Virtual Out-of-Office (VOO) treatment vehicle with those who receive
a Virtual In-Office Treatment (VIO) vehicle on the following psychiatric characteristics:
Presenteeism, Stigma, and Depression.
Objective 7: Compare adults in Louisiana seeking psychiatric services for the treatment of
depression on their pre and post-test measurements on the following psychiatric characteristics:
Presenteeism, Stigma, and Depression in each of the treatment vehicle groups (VOO and VIO) in
the study.
Objective 8: Compare adults in Louisiana seeking psychiatric services for the treatment of
depression on the frequency of attendance at scheduled appointments by treatment vehicle group
(VOO and VIO).
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Conclusions
The Virtual-Out-Of-Office (VOO) Treatment Level Was More Effective in Reducing the
Perceived Stigma Associated With Receiving Psychiatric Treatment Than For The Virtual-InOffice (VIO) Treatment.
This conclusion is based on the following findings in the study. The VOO group had a
significant reduction in the overall Stigma score (pre-test mean = 1.97, post-test mean = 1.52, t =
2.629, df = 24, p = .015) and the Stigma-Intrinsic sub-scale score (pre-test mean = 2.02, post-test
mean = 1.46, t = 2.697, df = 24 , p = .013) in the study. The VIO group showed no significant
difference in any of the Stigma scores between pre-test and post-test measurements.
The implications of this conclusion lie primarily in the prospect that if the barrier to
seeking mental health assistance associated with the perceived Stigma of receiving psychiatric
help can be reduced or even removed, individuals are more likely to seek and receive the help
they need. The literature states that 40% of every community is impacted by mental health and
that 50% of people do not seek the help they need (Han 2017). When individuals do not seek the
mental health they need, it negatively impacts the work environment, family dynamics, and
societal safety concerns. Virtual mental healthcare reduces the Stigma associated with seeking
mental healthcare and can reasonably reduce this barrier.
Based on this conclusion and these findings the researcher has several recommendations:
•

Psychiatrist and behavioral health service providers train their staff on best practices
associated with virtual healthcare delivery options.

•

Psychiatrist and other behavioral health service providers should offer virtual services to
their patients.

•

Municipalities should increase broadband service for the population at large so that
patients can access service providers irrespective of the setting.
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•

State health officials should fund and implement an awareness campaign aimed at
training other health systems and the public.

•

Elected officials have a role to play in increasing access to virtual healthcare. Laws
addressing the following are needed to ensure every citizen in Louisiana has access to
mental healthcare:
o Pay parity laws should forbid managed care companies to pay mental

healthcare providers less for virtual delivery of mental healthcare. There is little change to the
cost structure when comparing virtual delivery and traditional face to face delivery. The cost
savings in mental health delivery are realized when doctors keep patients out of the hospital.
o Although a controversial measure, legislatures should consider a
broadband tax that ensures high speed internet at the 85% saturation level in each zip code. Poor,
more marginalized communities would be subsidized by a portion of the taxes that businesses are
required to pay at the state and parish level. This could be easily done by assessing the
broadband tax on the occupational licenses all businesses are required to pay not to exceed .05%
of gross revenues the year prior.
o Managed Care Organizations (MCOs) that receive federal funding should be
held to a standard of performance defined as maintaining their acuity rates at the 50th percentile
or higher as measured by national norms. If they do not perform at this level or higher over a 36month period they should be penalized though the reduction of the federal funds received.
Louisiana currently tracks the performance of each of the contracted MCOs Healthcare
Effectiveness Data and Information Set (Hedis®) and non-HEDIS quality metrics. These data are
available to the public at https://qualitydashboard.ldh.la.gov/ and should include penalties for
failure to meet the National 50th Percentile Benchmark of the measured outcome.
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The more these options are discussed, the more healthcare organizations can build
systems around this technology.
The researcher further recommends that additional research be done on virtual healthcare
in two areas. The first area of consideration is other locations. The more this phenomenon is
studied, the easier it will be to generalize and be accepted by the broader psychiatric community,
a community that is slow to change. The other recommendation is that future research into other
mental health conditions is conducted.
The Virtual-Out-Of-Office (VOO) Treatment Level Was More Efficacious in Treating
Depression Associated With Receiving Psychiatric Treatment Than For The Virtual-In-Office
(VIO) Treatment Group.
This conclusion is based on the following findings in the study. The VOO group had a
significant reduction in the Depression score (pre-test mean = 3.05, post-test mean = 1.71, t =
5.406, df = 24, p = <.001) in the study. Although the VIO group showed a significant reduction
in the Depression score (pre-test mean = 2.89, post-test mean = 2.32, t = 3.265, df = 46 p = .002),
the VOO group showed a substantially greater reduction in Depression scores. It is noteworthy to
state that both treatment vehicles were effective in reducing Depression which is consistent with
literature and practice when patients receive psychiatric interventions for Depression.
The implications of this conclusion mean that individuals have an improved quality of
life to include reduced overall healthcare costs (Simon et. al., 2000). Patients receiving mental
health care maintain their effectiveness at work whereas Depression is one of the most common
mental illnesses seen in the work environment (Sanderson and Anderson, 2006). When
Depression is properly treated, patients generally can keep meaningful employment (Simon
et.al., 2000).
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Based on this conclusion and these findings the researcher recommends future depression
research which replicates this study to determine if the findings related to the efficacy of virtual
treatment are consistent in other geographies. This study was limited to adult patients seeking
psychiatric treatment for Depression. Future research is needed on Depression in teenagers,
specifically the impact of virtual psychiatric treatment on career choices and college admissions.
Employment Status Had An Impact On Stigma.
Study participants reporting they were employed at the time of the study was larger than
study participants reporting they were unemployed or retired at the time of the study. This
conclusion is based on the following findings in the study. Study participants who were
unemployed had a Stigma-Extrinsic score of 2.52, (SD = .980). The Stigma-Extrinsic sub-scale
score was significantly higher (f = 4.71, df = 2, 114, p = .011) for individuals who were
unemployed than for those who were employed. Study participants reporting either full time or
part time employment (62.2%) was greater than study participants reporting they were
unemployed (37.8%). The unemployed classification consisted of a report of no employment or
retired. Employment status had a statistically significant impact on Stigma Scores.
Implications of this conclusion mean that employed individuals may have additional
motivation to get better but can be limited by the negative perception seeking mental health
treatment may have on their career. This conclusion also suggests that someone with a mental
illness may find it difficult to seek mental healthcare or avoid it altogether. Currently the
unemployment rate in the United States is at 8.4% (Rugaber, 2020). The unemployment rate
among study participants is 26.7% which is three-fold increase in the national unemployment
which is currently elevated due to the impact of the Coronavirus pandemic. These elevated
unemployment rates among study participants is alarming. It is unclear if the study participant’s
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employment status impacts stigma or is it that stigma is impacting the study participant’s
employability. To better answer that question, future research would be needed with unemployed
individuals seeking treatment for mental disorders.
Based on this conclusion the researcher recommends that employer groups initiate
workforce development strategies designed at changing the narrative around seeking mental
health as a positive tool that helps an individual in their career aspirations. Employers may feel
that they currently do this via employee assistance programs (EAP), but often times this program
is a benefit in name only. Employees are the most expensive item on a balance sheet and
partnering in the mental wellness of their employees ensures a return on their investment.
Employers should examine and consider the impact mental health has on their organizational
culture, their productivity, and overall profitability. Organizational leaders should also consider
training leaders at all levels to mitigate the cost of terminations due to negative behaviors
associated with mental health problems in their workforce. Future research in this area should
focus on mental health treatment in unemployed individuals and the rates of employment post
treatment. Measuring the rates of employment and unemployment of current study participants
at prescribed benchmarks of 6 months and 12 months post study would provide additional impact
data on the effectiveness and longevity of the VOO psychiatric treatment group.
The Study Participants Were Young.
This conclusion was based on the following data. The mean age of study participants in
this study was 34.6 years old. Study participants with ages ranging from 20-39 years old
constituted 65.9% of all study participants. The largest age group was 20-29 (36.7%) years old.
While the variable age had no statistically significant impact on any measured variable, there are
several noteworthy observances. The average age of the study population was young and the
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VOO group had significant lower Stigma scores and Depression scores than the VIO group. One
could argue that the younger study participants were more comfortable with the technology and
therefore had less stress which increased the opportunity for the psychiatric intervention to work.
Additional assumptions would be that the technology allowed VOO study participants the
opportunity to get treated in a setting of their choosing inclusive of the privacy settings
decreasing the barriers to the psychiatric intervention. However, it should be noted that there
was no difference between VOO and VIO groups on the variable age.
Implications of this conclusion mean that the communities impacted by mental illness with
younger tech-savvy people may have better mental health outcomes. This would positively
impact the classroom, the board room, and home environments. Thirteen percent of people
living with mental illness in the United States are minors and based on the data in this study,
virtual medicine could be an excellent treatment option in combating mental illness. The
reductions in stigma demonstrated in this study mean that virtual healthcare technology could
assist school aged children living with mental illness better cope socially and perform in school.
Future research should be conducted with VOO with 13-18-year-old individuals living with
mental illness.
There Were More Educated, Goal Oriented, Career Women in This Study.
This conclusion was based on the following data. The ratio of female participants to
male participants was three to one. The female participants constituted 75.8% of the study. A
high percentage of study participants (68.9%) reported they were actively employed. Study
participants were educated with 64.1% reporting higher than 12th grade education. When
considering college and higher, the study participants (38.3%) reported having an associate
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degree, bachelor’s degree, and higher. There was a substantial number of study participants
(20.8%) that reported education at the graduate level (Masters or Doctorate).
While gender had no significant influence in this study when measuring Depression,
Stigma, and Presenteeism, the implications of this conclusion are impacting all communities
across the United States. Considering the role women play in the home as caregivers, the
emergence of more women in higher leadership roles in organizations, and women assuming
more positions of power in society, the observations in this study are impressive. The fact that
more women in this study worked, were educated, and sought treatment for Depression speaks to
some of the social norms in the United States. The corporate world is dominated by men and to
consider a higher number of women sought treatment for Depression and that Stigma (pre-test)
was so high, suggests that the current corporate environment has a negative impact on women.
The positive consideration of so many study participants being female is that women are largely
the key decision makers of healthcare in the home (Wentz, 2017). There is a high probability that
as healthcare decision makers, women can create a positive narrative around seeking mental
health treatment.
Future research is needed to look at the prevalence of Depression in career-oriented
women pre and post virtual psychiatric treatment. The benefit of this future research has the
potential to shape the corporate environment. Mental health costs the United States one trillion
dollars each year. Mental disorders are do not discriminate based on gender or employment
status. The more mental health in corporate settings is understood, the better organizations can
build systems and workforce development policies aimed at maximizing their most valued
commodity, the people corporations employ.
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There Were High Levels of Presenteeism in the Study.
A higher Presenteeism score means there are higher levels of Presenteeism. This
conclusion is based on the following findings in the study. The overall mean Presenteeism score
is 3.13, SD 1.55. There were no statistically significant results with Presenteeism and any
measured variable.
The implications of this conclusion are best seen when considering that 68.9% of study
participants were employed. Presenteeism is defined as coming to work sick, injured, or not at
your mental best. Approximately 70% of study participants were employed and reported high
incidence of Presenteeism. Mental health costs the United States approximately one trillion
dollars each year due to lost productivity. Presenteeism while not statistically significant in the
study findings is best analyzed by considering Depression in the workforce. The presence of
Depression in the workplace means that employees are not at their mental best and organizations
are then paying salaries for employees that produce less work.
Although not measured in this study, future research should explore the correlation of
presenteeism and depression in working adults and measure pre and post treatment intervals.
This future study may add to the discussion of mental health in the workplace and lead to
interventions aimed at organizations creating workforce development strategies to improve the
employee’s experience.
Discussion
Virtual healthcare has been changing the treatment options since 2002 across a variety of
settings. The technology continues to improve and the comfort level with virtual healthcare has
increased both among patients and physicians. The managed care organizations have yet to fully
embrace the true potential of this technology and its ability to impact the cost of healthcare. The
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cost savings come from physicians and health systems treating patients more effectively. People
with mental illness have higher healthcare costs and do not maintain the same life expectancy as
people without mental illness. People with mental illness often have comorbid conditions that
increase the total cost of healthcare. These patients have higher pharmacy costs, higher hospital
costs, alternative medical services, and employment costs. All these costs are lower when
patients receive mental healthcare.
Reducing the pay for the physician because the patient was seen virtually does nothing
but increase profits for the insurance company. The physician still rendered their medical
expertise and maintains their cost of healthcare delivery. The idea that virtual medical treatment
is cheaper cannot be based on paying physicians less. Doing so will widen the gap of
psychiatrist that accept insurance which results in an increased deficit of psychiatrist in an
already underserved community. Many psychiatrists in the United States do not accept insurance
because the cost of doing business with insurance companies is overbearing. The efficacy
outcomes and reductions in stigma in this study demand that more should be done to explore the
potential to impact the negative effects mental illness has on the United States economy, rising
healthcare costs, and the impact to the quality of life.
The need for virtual healthcare options in the United States peaked in March of 2020 with
the emergence of the Covid-19 pandemic. The pandemic changed the routines of every
healthcare delivery system in the United States. Legislators scrambled to relax antiquated laws
to enable healthcare providers to deliver the virtual healthcare services needed amid the crisis
caused by the pandemic.
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Limitations
The coronavirus pandemic impacted this study. At the time the pandemic was
acknowledged in the United States, all the pre-test data had been collected. The post-test data
collected in the VIO group was partially impacted where 30 of the 75 VIO participants were seen
virtually due to social distancing policies. The impact of the pandemic on the study external
validity of the study is unquestionable and unquantifiable, however because of the power of
random assignment, the impact of the findings should be negligible.
Age was also a limitation in the study. The study participants were younger. Over 50% of
study participants were between 20-39 years old. Having more older participants would be more
reflective of the age dynamic in society. It is well known that many older members of the
population are far less comfortable with the use of modern technology than is evident among
younger members of the population. An additional consideration regarding age is that it is
unclear the impact age had on the willingness of potential sample members to participate in the
study since this study measured a relatively novel approach to mental healthcare delivery. This
characteristic of the study sample may also have an impact of the external validity of the study;
but, again, the use of full power of random assignment should make the impact on the internal
validity of the study negligible.
Gender was another limitation in the study. Seventy-five percent of study participants
were female. While women do seek treatment at a higher rate than men, this is clearly not
representative of the number of men in the population and certainly not representative of the
number of men with mental health problems. If the study had included more men it would have
been more reflective of the gender ratio in society.
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